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Our Voluntary Hospitals 


Remarkable as the growth of hospitals has been during the past twenty 
years, it has been orderly and in direct response to the requirements of 
people living in a prosperous era and rapidly growing in hospital con- 
sciousness. Like all other enterprises the hospital field under encouraging 
conditions was developed beyond the needs of many communities under 
normal but not under optimum conditions. The fault, if fault there was, 
lay in planning for population growths and patient demands out of pro- 
portion to the laws governing legitimate increase in either. 

The voluntary hospital system in this country is composed of 4,797 hos- 
pitals. Their financial support is derived from three sources—from their 
earnings from patients who pay in whole or in part for their care, from 
philanthropy, and from community contributions. Only a very small per- 
centage of their income, if any, is derived from tax raising resources. These 
hospitals contained in 1931 332,591 beds. Out of the 7,155,976 patients 
admitted to all of the hospitals in this country the voluntary hospitals cared 
for 5,322,898. They maintained for the year 1931 an average bed occu- 
pancy of less than 60 per cent. 

During the year the voluntary hospitals suffered a net loss in the 
number of these institutions of 110, with a net decrease in their bed 
capacities of 3,401. With less than 35 per cent of the total hospital beds 
of this country the voluntary hospitals took care of 75 per cent of all the 
patients admitted to all hospitals during this year. 

Government hospitals—those hospitals that have been built and are 
operated with funds raised from taxation—number 1,816. In this group 
there was an increase of four institutions for 1931. Their total bed 
capacity was 641,524, a net increase of approximately 20,000 beds over 
the previous year. They admitted to the wards 1,833,078 patients, in- 
cluding those patients that were in the hospital the first of January, 1931. 
They maintained an average bed occupancy of 88.7 per cent and an aver- 
age daily occupancy of 569,301 patients. Thus, 65 per cent of the total 
number of hospital beds—all in tax-supported hospitals 
than 25 per cent of the total of patients cared for in the institutions of 
this country. 

Sixty per cent of all hospital disbursements in 1931 was spent for the 





admitted less 
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care of indigent patients. This includes the cost of the care of the 1,833,078 
patients admitted to the government institutions, all of which was raised 
by taxation, and the cost of the care of 885,400 charity patients admitted 
to our voluntary hospitals, practically all of which was paid for by volun- 
tary community contributions or from the hospital earnings. 

The voluntary hospitals in this country care for three out of every four 
patients who are admitted to our institutions. While the tax-supported 
hospitals in a very large number of instances, and as concerns a large pro- 
portion of the patients admitted, are largely domiciliary in character, the 
voluntary hospitals are the institutions which the average citizen depends 
upon for his care and treatment and for the care and treatment of the 
members of his family when hospitalization is needed. It is more than 
obvious that the voluntary hospitals must in the future, as they have in 
the past, serve the vast majority of our people, particularly the group in 
the lower brackets of wage-earners. 

While funds derived from tax income sources provided for the care of 
one out of every four patients hospitalized in 1931, our governmental 
authorities made little or no contribution to the other three out of every 
four patients who came to our voluntary hospitals, a majority of whom 
paid the hospitals much less than the cost of their maintenance and 15 per 
cent of whom were admitted as charity patients and paid nothing at all. 
The cost of hospital operation in 1931 for all hospitals in the country, both 
voluntary and tax-supported, was $868,000,000. Of this sum $520,000,000 
was spent for the operation of our government-controlled hospitals, all of 
which was derived from taxation. 

A discussion of the distribution of the load which the cost of sickness 
imposes upon our people is always interesting and often practical, but for 
the voluntary hospital system in this country there is and probably never 
will be an even distribution of the load which it has to carry. Hospital 
tradition and hospital practice make it incumbent upon them to receive 
every patient who comes to the door, so long as accommodations are 
available for his care. Governmental authorities should appreciate that 
under the enormously increased burden of the care of the indigent patient 
in the voluntary hospital, there is a definite hazard of a breakdown not 
only of individual institutions but of the whole voluntary hospital system 
in this country. In 1931, 110 of these hospitals went out of existence. 
Several of them had given their communities an exceptionally fine service 
over a great number of years. They failed, as other institutions must fail, 
because of the increasing demands for free care with a greatly decreased 
revenue from earnings and philanthropic support. 

When a bank sees its deposits decrease, and its cost of operation closely 
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approaches its earnings, it pays off its depositors, retires its stock, and 
goes out of business. When a private business enterprise finds it cannot 
longer operate with a balanced budget, it liquidates its assets and retires 
from the business field. A hospital can do neither of these things, if it 
is a good hospital. Its obligation to its community is not measured by 
the amount of its earnings but by the service it renders, whether the com- 
munity pays for such service or not. Our hospitals can survive if 
they are reimbursed for the cost of the care of those patients who are the 
direct responsibility of our governmental divisions. They will be able to 
continue their good service if our governmental divisions will give to the 
5,300,000 patients whem the voluntary hospitals cared for in 1931 the same 
consideration they gave to the 1,800,000 patients admitted to our tax- 
supported institutions. Our hospitals should receive direct subsidies from 
governmental agencies in proportion to the volume of service they render 
charity patients. 


——_—_+ @¢—-__- 


The Menace of a Breakdown in Our Voluntary 
Hospital System 


It took nothing less than an economic cataclysm to convince those fami- 
liar with hospital earnings and income that a possible breakdown of our 
voluntary hospital system is imminent and constitutes a serious menace to 
the public welfare. This menace adds immensely to the problems which 
any program for relief must seriously consider. The public accepts hospi- 
tals as charitable institutions, trusting to a Divine Providence and a gen- 
erous philanthropy to provide the resources for their efficient operation. 
In periods of prosperity for all of our people this trust is justified, but 
when adversity walks with us, and financial support is reduced or with- 
drawn entirely, with the calls for charity service greatly increased and 
philanthropic support reduced to the vanishing point in many instances, 
the continued operation of our hospitals is threatened. 

In spite of important reductions in operating disbursements, and with 
the introduction of every economy in hospital expenditure that the satis- 
factory care of the patient will permit, our hospitals are faced with large 
deficits. This is due almost entirely to the increasing demands for the care 
of the charity patient, the decreased income from paying patients, and 
reduced income from philanthropic and community sources. 

There is no larger factor in the equation of human relief than the hospi- 
tals. Their contribution to charity, in dollar values, grosses more than the 
contribution from any similar source. This contribution has more than 


doubled in past years. It is not confined to a single locality, but is dis- 
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tributed through every city and rural community. To cite specific examples : 
Hospitals supported by the Catholic church in St. Louis gave free hos- 
pitalization to the value of $425,767.73 in 1931. 
In the same year the Protestant hospitals in Chicago gave $865,436 in 


hospital care to charity patients. 

Two hospitals supported entirely by Jewish charity in Chicago gave 
$359,600 to the care of charity cases in 1931. 

These figures are representative of the cost of charity to our hospitals 
the country over. 

If our system breaks down and the 5,300,000 patients cared for in our 
voluntary hospitals in 1931, or a relatively small percentage of them, are 
thrown upon the overcrowded tax-supported hospitals, or have to be cared 
for in their own homes, every problem of relief will be increased, possibly 
beyond any satisfactory solution. 

The hospitals constitute a community responsibility. The community 
must support them. If this support fails, the hospitals must fail. If 
voluntary support is not sufficient, the state must subsidize the hospitals, 
at least to an amount equal in value to the care the hospital gives charity 
patients. If our communities want their hospitals, they must support them, 
morally, materially, and financially. 


——__—_+ 0 ¢—__— 
Senator Harrison and Hospital Relief 
TELEGRAM: Washington, D. C. 
June 23, 1932 
Dr. Bert W. Caldwell 3:45 P. M. 


Chicago 
Regret Senate rejected my amendment today by a vote of 57 to 15. 
Pat HARRISON 





Senator Pat Harrison of Mississippi offered an amendment to the 
Wagner Relief Bill which would authorize loans to the various states 
for educational and hospital purposes. This practical and construc- 
tive relief measure was defeated in the Senate on June 23 by a vote 
of 57 to 15. If it had passed it would have meant the salvation of 
many of our fine hospitals. The American Hospital Association 
sent urgent telegrams to members of the Senate asking for support 
of this amendment, emphasizing the increased demands upon our 
hospitals for the relief of indigent patients. 

Senator Copeland, in supporting the amendment in an eloquent 
and forceful plea, said: “Our hospitals are in danger. I wonder if 
the Senators realize the serious conditions facing many hospitals, 
with the contributions for their upkeep falling off.” 

While the amendment was defeated, it is encouraging to know that 
our Senators and Representatives appreciate the difficulties under 
which our hospitals are operating. 

The Detroit convention should give earnest consideration to this 
phase of the hospital problem and should formulate a program that 
will encourage public and political support of our institutions. 
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Some Legal Aspects of Hospital Administration’ 


By Josuua S. CuHINn1ITz 
Member of the New York Bar 


functioning through its administrative departments, has given rise to 

an accumulation of judicial decisions and statutory enactments per- 
taining to hospitals, their rights and liabilities. In the short time which 
has been allotted to us for this purpose, we can do no more than to direct 
the attention of the members of your association to the most frequently 
recurring situations which demand of the hospital executive some familiar- 
ity with the hospital’s status as a legal being. The discussion will be 
limited to the hospital which has been organized as a charitable corpora- 
tion, whether it be a private or a public charity, the type of organization 
to which institutional membership in your association has by your con- 
stitution been limited. The legal phases of the organization of the hospital 
do not ordinarily concern the hospital superintendent. His problems do 
not arise until the institution has been legally established; the buildings 
erected and equipped; its doors open for the reception of the sick and 
ailing. 

In its dealings with persons who are not the objects of its charity, a 
hospital functions as a business corporation, and its rights and liabilities 
do not differ from those applying to a corporation organized for private 
gain. Like a commercial institution, it is liable on its coytracts for equip- 
ment, supplies, food, etc., and on engagements made with its personnel. 
The superintendent of a municipal hospital is expressly given the power 
to obligate the institution to contracts of this kind. The superintendent 
of a private hospital occupies a position akin to the managing officer or 
agent of a business corporation, and he may bind the hospital on such 
contracts for such equipment, supplies, and personnel as are reasonably 
necessary for the regular operation of the institution. On all such under- 
takings, the hospital alone is liable, and with but one exception, generally, 
the executive who has contracted in the name of the hospital incurs no 
individual responsibility. He is personally liable only on a contract which 
he has made in the name of the hospital where he has exceeded the scope 
of his authority, and made a contract not necessary or proper for hospital 
purposes. In such a case, if the hospital may with impunity reject the 
obligation as one foreign to its corporate purposes, the superintendent has 
breached the warranty of his authority to act for the hospital, and for that 
breach he must respond. 

A charitable hospital may, of course, charge for its services and. exact 


Tie EVOLUTION of the hospital into a complex corporate structure, 


1Read before the Hospital Association of New York State, New York City, May 6. 
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fees from those who are financially able to pay. Its character as an 
eleemosynary institution is not thereby affected, so long as all the income 
is applied in furtherance of the hospital’s charitable purposes, and not 
diverted to the private gain of any individual. Fees paid by patients are 
deemed to be a contribution to the general funds of the institution, to 
further its philanthropic purposes. An express contract to pay for hospital 
services is enforceable. A hospital may recover on an express promise of 
a patient, or of any other person, to pay for services to be rendered to a 
patient, and the fee or the rate agreed upon governs the amount of the 
recovery, irrespective of the value of the hospital’s services. If an express 
promise to pay for hospital services is relied upon, the promise must have 
been made before the services were rendered and as an inducement. A 
promise to pay a hospital fee, made after the services have been rendered, 
by a person who has no legal obligation to pay for them, is unenforceable. 

In the absence of an express promise to pay for hospital fees, the 
institution may in certain cases rely upon an implied promise. Under these 
circumstances the reasonable value of the services measures and limits the 
amount of the recovery. Where hospital services are rendered to a minor 
at his request or at the request of the parents, the law implies a promise on 
the part of the parents to pay for them. So, too, a husband is bound to 
pay for hospital expenses incurred by his wife, irrespective of any express 
agreement. But a mere request, without a promise to pay, for hospital 
services made by a stranger to the patient, or even his relative who has 
no legal obligation to provide for him, carries with it no implied promise 
to pay the hospital bill. A hospital has failed in its suit against an em- 
ployer for services rendered to his employee where the services were re- 
quested by the employer, who made no promise to pay for them. A phys- 
ician who rendered professional services to a married woman, at the request 
of her father, with whom she was living, was unsuccessful in his suit 
against the father to recover for his professional services because the father 
made no promise to pay for them. In any event, when a patient is ad- 
mitted to a hospital with the distinct understanding that he be treated as 
a charity case, no implied promise to pay for the services can be raised 
against anyone, except where the hospital is induced to extend its charity 
by the fraudulent representations of the patient. 

When the patient has been admitted to the hespital the relation of 
hospital to patient has been established. During his residence at the in- 
stitution, the patient must conform to the rules and regulations of the 
institution, and his unreasonable refusal to abide by its regulations justifies 
the hospital in terminating the relationship. Otherwise, the institution is 
bound to nurse and house him until his condition warrants his discharge, 1 
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or until he has been necessarily and properly transferred to another insti- 
tution. The patient, on the other hand, has the privilege of leaving the 
hospital at his pleasure, whether his condition warrants it or not. If he 
is detained against his will, an action for false imprisonment will lie, and 
it is no defense that the consequences of the patient’s removal from the 
institution would have tended to aggravate his condition. In such a case, the 
hospital is under a duty to admonish the patient or his family of the con- 
sequences, and, if the patient insists on his removal, he does so on his own 
responsibility. In this connection, it should be noted that a hospital may 
not refuse to permit a patient to leave until his bill is paid. For the 
recovery of its compensation the hospital has its action at law. It has no 
“lien,” so to speak, on the person of the patient. He may obtain from a 
court on a writ of habeas corpus an order for his immediate release. As 
redress for the unlawful detention of a patient, he has a right of action for 
damages for false imprisonment. 


os THE LAW applicable to the performance of surgical operations is of 

interest to hospital administrators, so far as the hospital incurs lia- 
bility when an unauthorized operation is performed. For this purpose, 
suffice it to state that a physician who performs an operation without the 
patient’s consent commits an assault for which the physician must respond 
in damages. Consent to perform an operation must generally be obtained 
from the patient. If he be mentally incompetent, consent should be 
obtained from his guardian. Courts have generally held that consent 
to the performance of an operation upon a minor must be obtained 
from his parents. However, where a married woman has_ given 
her consent to the performance of an operation, the further consent of her 
husband is not necessary. No other operation must be performed by the 
physician than the one to which the patient has given his consent. ‘To 
these general rules there are two well established exceptions. Where it is 
impractical to obtain the patient’s consent, 7. ¢., in an emergency where the 
patient is unconscious and an immediate operation is necessary before his 
consent can be obtained, the law implies a consent to the performance of 
the requisite operation. An emergency that will justify an operation with- 
out express consent must be one necessary to avert danger to the patient’s 
life or health. So, too, where a physician, while performing an operation 
to which the patient has consented, discovers a condition not previously 
diagnosed and with respect to which a further operation is necessary to 
preserve the life and health of the patient, the physician is justified in 
taking such further surgical action as the newly discovered condition 
requires. 
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The mere fact that an unauthorized operation is performed within the 
four walls of the hospital and with the aid of its facilities does not render 


the hospital liable for the trespass. The physician acts on his own re- 
sponsibility. He is not the agent of the hospital corporation. For the 
assault which he commits upon the patient by performing an unauthorized 
operation, without the knowledge or consent of the administrative staff, 
the hospital is not liable. The institution exposes itself to liability for 
the performance of an operation by one of its physicians, without the 
consent of the patient, only where it has become a joint wrong-doer with 
the physician, by authorizing him to perform such an operation. In such 
a case, the physician's assault upon the patient is the hospital’s act as well. 

The law of autopsies need give the hospital executive little concern. It 
is stated in no uncertain terms in our penal law. Autopsies are generally 
forbidden, and they may be performed only where the statute expressly 
authorizes. A physician who performs an unlawful autopsy is guilty of a 
misdemeanor and he renders himself liable to a civil action for damages to 
the persons who have the right to the dead remains for burial purposes. 
Authority to perform an autopsy exists in the following instances only: 

1. Where the deceased during his lifetime has given permission. 

2. Where a coroner has reason to believe that death was caused by 
criminal agency, so far as the coroner authorizes a physician to perform 
an autopsy to ascertain the cause of death and no farther. 

3. Whenever, and so far as the husband, wife, or next of kin of the 
deceased, who have the right to the remains of the deceased for burial pur- 
poses, authorize a dissection to ascertain the cause of death. 

4. Pursuant to the order of a court, upon an application by a district 
attorney to have a body exhumed and examined by a physician to ascertain 
the cause of death. 

5. Pursuant to Section 316 of the public health law, whenever a hos- 
pital, asylum, or undertaker has delivered a cadaver to a college teaching 
medicine, surgery, or anatomy, after forty-eight hours have elapsed and 
no claim has been made by the relatives of the deceased for the possession 
of the remains, provided that the deceased has not during his lifetime in 
his last illness expressed a desire to be regularly interred. 

Whenever the lawful purposes of an autopsy have been accomplished, 
the remains must be lawfully interred or incinerated. Consent to the per- 
formance of an autopsy does not authorize the retention of any of the 
organs or members. Neither a hospital nor the members of its staff incur 
any responsibility, civil or criminal, when one of its physicians performs 
an autopsy which is authorized by law. If any physician performs an 
unauthorized autopsy or otherwise mutilates the remains of a patient at a 
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hospital, without its knowledge or consent, he himself is liable civilly and 
criminally, but the institution incurs no responsibility whatsoever. Neither 
the hospital nor the members of its administrative staff can be held liable 
for an unlawful autopsy, except where the institution’s administrative 
agents affirmatively participate in the autopsy by directing it to be per- 
formed. It has even been held that a hospital owes no duty to prevent 
an unlawful mutilation of the remains of one who died within its walls, so 
long as the institution has by its agents refrained from active participation 
in the autopsy. Of course, a hospital has no lien on the body of a de- 
ceased patient for any purpose. The remains must be delivered to the 
relatives forthwith, upon their compliance with the existing health regula- 
tions. For any unlawful interference by a hospital with the right of the 
relatives of the deceased to the immediate possession of his remains in 
the same condition as they were at the time of death, a hospital must 
respond to them in damages. 


cvs WE COME Now to a phase of hospital law which I approach with 

considerable caution—the hospital’s liability for negligence, a subject 
upon which I am reluctant to make definite pronouncements, lest you carry 
away with you definite ideas on a branch of hospital law which has been 
accorded extremely guarded expression by our Court of Appeals. The 
immunity of hospitals to liability in negligence suits rests on several 
grounds. In some jurisdictions it is held that the funds of the hospital 
constitute a charitable trust devoted to the execution of its benevolent pur- 
poses, and that the persons who administer the trust cannot by reason of 
their negligence deplete the trust funds by subjecting them to the satisfac- 
tion of judgments in negligence suits. Other courts rest the immunity of 
the hospital on the principle that a person who avails himself of the benefits 
afforded by a charitable hospital, impliedly, waives any right of action for 
its negligence. Wherever either of these theories prevails, a hospital has 
usually complete immunity, and is liable neither for the negligence of its 
medical and nursing staff nor for the negligence of its administrative 
servants. ; 

In New York it is felt that both of these doctrines have a greater 
appeal to the exigencies of charitable motives than to sound reasoning. 
The waiver theory rests upon a pure fiction. The trust fund principle, 
carried to its logical conclusion, gives to the hospital too comprehensive an 
immunity, as where a hospital employee, a stranger to its charity, was 
denied recovery in a Maryland court for injuries which he sustained 
through a defective condition of the hospital building. The New York 
Court of Appeals has repudiated the trust fund theory and criticized the 
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waiver doctrine. It has based its decision in the leading case on the 
delineation of the function of a hospital and its relation to the patient and 
the members of its staff. A hospital does not contract to heal or attempt 
to heal, through the agency of others. Its undertaking with a patient is to 
permit the use of its facilities and to furnish competent physicians and 
nurses who act on their own responsibility. It is an instrumentality in 
procuring medical service; it does not itself render that service. Phys- 
icians and nurses, so far as they give to the patient the benefit of their 
skill, are not the employees of the hospital. They are independent con- 
tractors; highly trained professional people exercising an independent call- 
ing; persons who have been selected by the hospital but who act for them- 
selves. In the practice of their art, they are not subject to the instructions 
or supervision of the hospital except as to general regulations for the 
orderly governance of the institution. The familiar principle which makes 
an employer liable for the negligence of his employee within the scope of 
his duties has, therefore, no application. The hospital’s obligation-is deter- 
mined by its undertaking. Its undertaking is to procure competent 
physicians and nurses. If it has done that, it has fulfilled its legal duty 
to the patient. For injuries which a patient sustains as a result of the 
negligence of a physician or nurse who has been selected with due care, 
the hospital is not liable. A patient has a right of action against a hospital 
for the carelessness of physicians or nurses only where they have been 
negligently selected. Obviously, the mere fact that a physician or nurse 
has been negligent on a particular occasion does not determine that the 
hospital has been derelict in its duty. Due care requires that in selecting 
its medical and nursing staff, the institution must consider the candidate’s 
skill, experience, and training for the particular service to which he is to 
be appointed. Howsoever negligent a physician or nurse may have been, 
if he is competent, as measured by current standards, the institution incurs 
no liability to the patient. It is not required to follow the nurse or phys- 
ician into the operating room to guard against his negligence. The same 
rule of liability applies to the negligence of persons other than physicians 
and nurses, whose relation to the hospital is the same. X-ray technicians 
and physiotherapy specialists are likewise independent contractors acting 
on their own responsibility. If they have been selected with due care, the 
hospital is not liable to the patient for their negligence. 

The law as to the liability of a hospital to patients for the negligence of 
persons other than physicians, nurses, and specialists has not been definitely 
established in the courts of New York. The superintendent, the orderly, 
the kitchen and laundry help, the ground-keeper, etc., occupy a different 
position. Their relation to the hospital is that of employer and employee, 
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or master and servant, as legal jargon has it. The opinions in the early 
cases contained dicta intimating that for their negligence a hospital must 
respond to the patient. Recent pronouncements of the Court of Appeals 
have cast considerable doubt upon the probity of these dicta, and have left 
the question open. 

Under the trust fund theory or the waiver doctrine, a hospital is exempt 
from liability for the negligence of even administrative servants, since 
there is no logical reason why any distinction should be made as to them. 
Without the support of either of these doctrines, rigorous logic would seem 
to dictate the principle that a hospital is liable to patients for the negligence 
of its employees and administrative agents. This question has not yet 
been squarely met by the Court of Appeals, and when the point seemingly 
arose, the court chose to decide the case on other grounds. In 1924, the 
Court of Appeals was called to pass upon the liability of a hospital to a 
patient who had been severely burned by a hot water bottle, negligently 
placed in the patient’s bed by an orderly. The court found for the hospital 
on the ground that, irrespective of the payroll designation of the orderly, 
at the time that he placed the hot water bottle in the patient’s bed he was 
acting as a nurse, and under the well established doctrine, the hospital is 
not liable for the nurse’s negligence. A short time later, a case again 
involving the same point was reviewed by the court in an action against 
Cornell University, a charitable corporation, by a student who had sus- 
tained injuries through an explosion of chemicals in the laboratory. The 
court again held for the defendant on the ground that if there was negli- 
gence, it was the negligence of the teaching staff, which bears the same 
relation to a charitable university as does a physician to a hospital. In 
both of these cases the court was urged to determine the hospital’s liability 
to patients for the negligence of its administrative servants. The court 
recognized that its reasoning in the cases involving the negligence of 
physicians and nurses does not apply to the negligence of administrative 
agents. In the face of the dilemma, the Court of Appeals has thus far 
failed to establish any general rule of liability and has decided each case 
on its own peculiar facts. The court seems to be reluctant to fix liability 
on the hospital, and yet, unless either the waiver or trust theory is adopted 
in part, no other conclusion can be reached. The attitude of the court on 
this subject is expressed in the most recent case on the question in the 
following words: 


We find it needless to determine whether more servants or employees carefully 
selected would charge the defendant with liability if proved to have been negligent 
in the performance of their duties. Immunity, if it exists in such conditions, would 
come from the recognition of what is known as the “waiver” doctrine, or something 
akin thereto. Dicta, from our decisions, may be cited for the doctrine and against 
it. Recent pronouncements remind us that they are dicta and nothing more. 
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In its opinion in the case mentioned before, absolving the hospital from 
liability for the negligence of the orderly it was said: 


We are reluctant to permit an affirmance of the judgment [in favor of the hospital] 
to pass as an acceptance of the theory that defendant’s exemption from liability must 
rest on the waiver doctrine. 


A case will no doubt arise in the near future where the Court of Appeals 
will be compelled to make a definite ruling on this issue. 


ew ALL THAT we have said so far relates only to the liability of hospitals 

to patients. As to strangers, the New York Courts have decreed that 
a hospital is liable for the negligence of its servants and agents. To per- 
sons, other than patients, who are lawfully within the four walls of a hos- 
pital, the institution owes the same duty of due care for the protection of 
their life and property as a business concern. Persons who are injured on 
the highway through the negligence of an ambulance driver have been 
allowed to recover damages against the hospital. The fact that the hospital 
is a charitable corporation is immaterial. To paraphrase the words of our 
renowned Judge Cardozo, a stranger traveling on the highway is not con- 
cerned to inquire whether the hospital was then operating its ambulance 
for the love of money or for the love of man. 

As between the hospital and its regular administrative employees, a true 
employer-employee relationship exists. The institution has a legal duty 
to provide them with a safe place to work in and to give them reasonably 
safe appliances and appropriate instructions whenever they are required to 
deal with dangerous instrumentalities. Under the new amendment to the 
workmen’s compensation law hospitals are now required to carry workmen's 
compensation insurance for the benefit of their employees. It has even 
been held that an intern performs administrative as well as scientific duties. 
So far as an intern makes histories of cases, acts as a clerical assistant, or 
performs autopsies, he is not an independent contractor, but a servant of 
the hospital and entitled to the benefits of the workmen’s compensation 
act. A nurse, so far as she acts for the hospital, otherwise than in the 
care and treatment of a patient, is likewise the hospital’s servant, and this 
rule is especially applicable to nurses who are a part of the regular nursing 
staff and devote all their working time to the service of the hospital. How- 
ever, a special nurse called for by the patient, or by anyone in his behalf, 
is not the employee of the hospital. 

A very recent case has illuminated the relation of the special nurse to 
the hospital and the patient. A steamship employee having been injured, 
his employer sent him to a hospital and undertook to bear the expense. An 
operation was performed, and the patient’s condition became so serious that 
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the hospital authorities advised the steamship company that a special day 
and night nurse were necessary. The company requested that these nurses 
be furnished. The superintendent thereupon called the local nurse registry 
and procured the services of two male nurses who entered upon their 
duties. The patient died a short time thereafter. An abdominal incision 
had been left open for drainage purposes. After the patient died, the 
night nurse on duty requested the special nurse to sew up the incision. 
The special nurse complied with the request and, while so engaged, he 
pricked his finger with an infected needle, as a result of which he sustained 
a 70 per cent disability of that member. He made a claim for compensa- 
tion against the hospital’s insurance carrier. The insurance company de- 
fended on the ground that the special nurse was not an employee of the 
hospital, and its position was sustained by the court. The court held that 
the nurse was an independent contractor. When the hospital called the 
nurse register, it was acting as an agent under instructions given in behalf 
of the patient. It was not itself hiring the special nurse. The superin- 
tendent might advise with him with the purpose of seeing that the patient 
was well cared for, but the hospital could not control the special nurse nor 
assign him to any other task. The fact that the special nurse was paid 
and fed by the hospital is immaterial. That was simply a convenience 
extended to the steamship company, and the hospital was entitled to be 
reimbursed for such expenditures. To be sure the duties of the special 
nurse terminated upon the death of the patient, and the closing of the 
incision is usually done by the surgeon or undertaker. But, this act relates 
back to and is part of the special nurse’s original employment. Neither has 
the special nurse become the hospital’s employee by sewing up the incision 
at the request of the night nurse on duty, for the latter has no power to 
bind the hospital to an engagement of this kind. The important inference 
that can be drawn from this case is that the hospital is ordinarily not 
obligated to pay the fee of a special nurse. 

No case has been adjudicated in the state of New York defining a hos- 
pital’s duty in respect to a patient’s property. In Massachusetts, a hospital 
has been held not to be liable for a nurse’s theft of a ring from the body 
of an unconscious person. A recent case in Ohio absolved a hospital from 
liability for delivering jewelry, deposited with it by a patient, to an im- 
postor who represented himself to be a relative of the patient. We can 
make safe conjecture as to the rule which the New York courts will follow 
in this respect. Surely, a hospital owes no greater duty to preserve the 
patient’s property than his person, and it may be stated that the hospital 
is not liable to a patient whose property has been damaged or lost through 
the negligence of a physician or nurse. Whether liability would be in- 
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curred by a hospital for such damage, caused by the negligence of an ad- 
ministrative agent or servant, is a question which must remain open, at 
least until the courts in New York determine the hospiial’s liability for 
the personal injuries sustained by a patient through the negligence of 
administrative agents and servants. By analogy to similar legal relation- 
ships, it would seem that the hospital would incur no liability for damage 
to a patient’s property, if it provided a safe place for his money and 
jewelry, and an adequate receptacle for his clothes. 

There is no law prescribing the length of time during which a hospital 
must preserve the records of its cases. However, for its own protection 
and the protection of its physicians, and because the hospital performs a 
public function, records should be kept at least for a period of three or 
four years, until after the two-year Statute of Limitations has outlawed 
the patient’s action for malpractice against the physician, and the three- 
year Statute has barred his action against the persons through whose negli- 
gence he was compelled to seek hospital services. Hospital records are 
the exclusive property of the hospital and the patient has no proprietary 
rights in them. 

No case involving the questions of the ownership of x-ray plates appears 
to have come before any tribunal. It would seem, however, that x-ray 
photographs made through the hospital’s facilities by its own technicians, 
as part of the diagnosis or treatment advised by the hospital’s medical staff, 
belong exclusively to the institution, and form part of its permanent 
records. The fact that the patient pays for the x-ray service would not 
alter this rule, unless there is an express agreement by the hospital to 
deliver the plates to the patient. The hospital is not required to exhibit its 
records or to give a copy thereof to any person except under a subpoena 
from the court. Under the new provision of the civil practice act, when- 
ever hospital records are subpoenaed the originals need not be produced. 
It is sufficient if a transcript, certified by the superintendent to be correct, 
is delivered. 

We have by these remarks not intended to exhaust the legal situations 
which a hospital superintendent has to contend with. Reference has been 
made merely to some of the major problems which arise in the course of a 
hospital superintendent’s daily routine. There are various provisions of 
the public health law, charities law, and the rules and regulations of 
state and local sanitary codes which prescribe rules of conduct for hos- 
pital institutions. These laws may readily be procured from the appro- 
priate authorities. We have omitted a discussion of them in deference to 
some aspects of hospital law which are not embodied in statute, and with 
which a hospital executive cannot otherwise readily familiarize himself. 


[17] 








Sickness Insurance in the United States 


By C. Rurus Rorem, Pu.D. 


Associate for Medical Services, Julius Rosenwald Fund 


HE PEOPLE of the United States spend, on the average, about $25 

or $30 per year for medical care. But the costs of medical care are 

not equally distributed among the population. Moreover, the need 
for medical care is not restricted to those able to pay for it. The costs of 
caring for a single illness may vary from $5 to $1,000 or more. 

Only a fraction of any group of the population is afflicted with severe 
illness during the year. But on some persons the financial burden falls 
heavily. Extensive studies by the United States Bureau of Labor Statis- 
tics and recently by the Committee on the Costs of Medical Care show 
that more than half of the total family expenditure for the year for gen- 
eral sickness falls upon less than 15 per cent of the families. 

The total cost of medical care may be predicted and estimated in advance 
for a group of people, but not for an individual member of the group. 
The cost of sickness cannot be budgeted by an individual with the same 
certainty with which he can plan his expenditures for rent, light, food, 
clothing, automobiles, radios, etc. For, even though the individual budgets 
a reasonable amount, say $100 per year for medical care, he has no assur- 
ance that he will not incur an expense of $300 or $400. Moreover, acci- 
dents during the following year, or even within the same year, may require 
additional expenditures of equal amounts. 

Costs of sickness are compulsory, and must be met by the patient, the 
public, or the physician. A group of people can do what the individual 
cannot do, namely, budget the costs of their medical care. By “group 
payment” for the services which individuals in the group will require, 
numbers of people can frequently assure themselves of medical care at 
costs which are within their ability to pay. There are in the United States 
several types of medical organizations which apply the principle of “group 
payment” for the costs of medical care. These procedures may be re- 
ferred to as sickness insurance, although most of the arrangements are 
not classified as insurance contracts by the respective states. 


Two types of financial risk result from illness—(a) the loss of money 
income, (b) the costs of medical care. Some life insurance companies, 
and the various casualty and accident companies, provide a monetary bene- 
fit during a period of unemployment resulting from an accident or from 
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a disability caused by sickness. Usually the amount of benefit is based 
upon the premium paid by the policy holder or upon the salary or income 
which was received up to the time of the disability. As a rule these com- 
panies do not provide medical care nor do they guarantee to reimburse the 
insured persons for the costs of medical care. The rates for such protec- 
tion are relatively high and are carried by people in the upper middle 
classes, or the well-to-do. Some of the casualty and indemnity associations 
also write group insurance against loss of money income by individuals 
during periods of accident or illness. There are also sick benefit clubs 
organized by trade unions or by lodges which provide monetary benefits 
during periods of illness or accident to their members. In some instances 
these benefits also include a certain amount of medical care from a lodge 
doctor. On the whole, however, the monetary benefit is very limited and 
the quality of the service exceedingly poor. 

Old line life insurance companies have not found the sale of individual 
insurance policies for the costs of medical care to be profitable. The more 
sickly tend to insure, particularly where monetary benefits are granted 
during the period of illness. None of the large insurance companies pro- 
vides medical care directly to its policy holders. Insurance against the 
costs of medical care has not been developed through the usual life or 
casualty insurance procedures. There are, however, several types of agree- 
ment by which groups of individuals have voluntarily applied the insurance 
principle, that is, “group payment,” in the payment for medical or hospital 
care, or both. It is with such agreements that this paper is primarily con- 
cerned. Some of the agreements apply to hospital services exclusively, 
and some to physicians’ services exclusively, whereas others deal with 
complete medical care. — 

A survey by the National Tuberculosis Association revealed that ap- 
proximately four hundred different business enterprises have established 
more or less complete medical services for their employees. No two plans 
are identical as to method of financing or as to scope of the services made 
available to the employees. 

The industrial medical services had their origin in the mining, lumber, 
and railroad industries, when employees of this type of enterprise were 
faced with difficulty in obtaining the services of local physicians. As a 
consequence the employer often engaged the full-time or part-time services 
of one or more physicians on behalf of his employees. The difficulties of 
transportation which originally prompted the industrial medical services 
in the railroad, mining, and lumbering industries have largely disappeared. 
But the medical services have been continued in these industries, as well 
as in large industrial organizations. More recently less hazardous enter- 
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prises, such as department stores, warehouses, and printing establishments 
have instituted medical services for their employees. 


ow THE PRINCIPLE underlying the provision of industrial medical serv- 
ices, particularly in those instances where the employer has borne a large 
share of the burden, has been the desire to establish and maintain an effec- 
tive working force. In many instances the medical services began as 
physical examinations requisite to employment; in other cases the medical 
examination was the basis for assignment to particular types of activity 
within the plant. In any event, industrial medical service appears to be a 
permanent part of the business organization of this country, and approx- 
imately two million workers are estimated to receive more or less com- 
plete industrial medical service. 

The medical care referred to as industrial medical service is not to be 
confused with the services financed and provided under the Workmen’s 
Compensation Insurance agreements in the various states. Industrial 
medical facilities and personnel may, of course, be used to render care for 
compensable accident cases. 

In Oregon and Washington, about ten years ago, private medical insur- 
ance companies were formed to make contracts with employers to provide 
services for accidents which are compensable under the Workmen’s Com- 
pensation Law. In recent years they extended the services to include the 
care of ordinary sickness of employees. The costs of the care for work- 
men’s compensation are, of course, borne by the employer under the legal 
requirements of the state. The costs of medical care for the non-service 
connected injuries or disabilities are borne jointly by the employer and by 
the employee through a monthly deduction from salary. The insurance 
companies make agreements with designated physicians and hospitals to 
serve policy holders according to an agreed fee schedule, the fees being 
paid by the insurance companies. As a rule, these policies are available 
only to groups of employed persons through the sponsorship of the em- 
ployer. 

Recently some casualty insurance companies in California and a few 
companies specially organized for sickness insurance have offered policies 
which may be sold to individuals, but which are sold at lower rates to 
organized groups of employees at a fixed amount per year per member. 
These types of policies have been ruled in California as legally constitut- 
ing “service contracts,’ and not as contracts of insurance, subject to 
regulation by the state insurance department. As a result, some irre- 
sponsible fly-by-night companies have been organized, with resulting injury 
to the health of the people as well as to medical professions and institutions. 
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In some cases, as in Roanoke Rapids, North Carolina, several enter- 
prises have combined to provide all their employees and their families with 
medical and hospital care, supported jointly by regular payments through 
deductions from wages and contributions from the employer. As a result, 
this type of medical service takes on the nature of a community medical 
service, particularly in view of the fact that the employees of the three 
textile mills which support the medical service comprise the bulk of the 
wage-earning members of this community. One of the most comprehen- 
sive industrial medical services in the United States at the present time 
with direct charge against the treasury of the company is that provided at 
the Endicott-Johnson Shoe Company, Binghamton, New York. This 
organization in 1928 provided free medical care ior fifteen thousand em- 
ployees and the dependent members of their families. There are no 
restrictions on the kind or amount of medical care which any individual 
may receive. 


A more recent development in group payment for medical care is the 
service to the students of the leading universities and colleges in the 
United States. Beginning with physical examinations or treatments con- 
nected with participation in athletic exercises, the services have expanded 
to include first aid for general illnesses and finally complete medical serv- 
ice, particularly in connection with medical schools. Usually the stu- 
dents pay a fixed amount for medical services, which is included in tui- 
tion fees. The amounts of service and the annual fees vary with the par- 
ticular institutions. A few institutions have recently given serious con- 
sideration to the problem of extending the benefits of the university 
medical services to faculty members and to their families. At the present 
time at the University of Minnesota such benefits are extended in a lim- 
ited manner to members of the faculty. At the University of Chicago, 
all the staff and employees of the University Clinics receive medical care 
on the payment of a fixed monthly amount. 


cows THERE ARE, Of course, many persons not connected with factories or 
institutions large enough to support a complete medical service. Smaller 
groups, therefore, have relied upon voluntary agreements with medical 
practitioners and institutions for specific types of medical care to individ- 
uals requiring it in consideration of regular payments from all members of 
the group. Usually these groups have been employees of the same busi- 
ness enterprise. Several types of these voluntary agreements will be 
described as illustrative of the different forms of organization which may 
be applied. It will be noted that some of the employed groups receive sub- 
sidy from the employer, whereas others do not; some of them provide for 
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a maximum cost to the group, regardless of the amount of service, and 
all provide for regular payments by the individual regardless of the med- 
ical benefits he may receive personally. 

In Dallas, the Employees’ Mutual Benefit Association of the street rail- 
way company has arranged for a monthly payroll deduction to provide 
money benefits and medical care by physicians during periods of sickness 
or disability other than those covered by the Workmen’s Compensation 
Laws. (Money benefits and medical care for compensable accidents are 
provided by the employer.) There are about eight hundred members of 
the employees’ association who pay eighty-five cents per person per month 
for professional services by the physicians of a well known clinic in the 
city of Dallas. In addition to this contribution the company makes a pay- 
ment of $100 per month with the resulting average of about $1.00 per 
month per person for professional services at the offices of the clinic or by 
the physician members of the clinic when patients are hospitalized. The 
monthly payment does not cover home calls or the costs of hospitalization. 
The costs of hospitalization are met in part, however, from the monthly 
deductions, the employees’ association paying directly to the hospital a 
maximum sum of $30 for services to members. The remainder of the hos- 
pital charge is borne by the individual himself. 

Approximately 98 per cent of the employees of the street railway com- 
pany are members of the association, the other 2 per cent being transient 
workers or those who for particular reasons are not eligible to the bene- 
fits of the mutual association. The contract has been in effect for a pe- 
riod of five years and is generally regarded as satisfactory by the em- 
ployees and by the physicians doing the work. The average income of 
the employees of this association is in the general neighborhood of $100 
per month. Similar annual medical service agreements between electric 
railway employees’ associations are in effect in Houston and Fort Worth. 

A somewhat different type of agreement prevails for the employees of a 
well known steamship line with headquarters at San Francisco and at 
Seattle. At Seattle, approximately one thousand persons are employed by 
the steamship line and are required individually to agree to a monthly 
deduction of $1.50 for the cost of medical care to themselves. The med- 
ical care includes complete service for the individual except for tuber- 
culosis, nervous and mental conditions, and venereal diseases. No service 
is available to the family and no house calls are made without extra charge 
to the individual. Hospital services are provided at no extra cost to the 
extent of twenty-one days in any one calendar year. The agreement is 
drawn between the employer and a clinic comprising fourteen physicians 
who conduct a private hospital of two hundred beds, Services must be 
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rendered, except in-emergencies, by these physicians and in this hospital. 
At the time the annual medical service was instituted, participation was 
voluntary on the part of the employees. It was understood, however, that 
all future employees would agree to participate in the group payment plan 
for medical care. 

A more inclusive scheme involves an agreement between the employees’ 
association of Los Angeles County and a clinic of the city of Los Angeles. 
In this city more than three thousand families are covered by an annual 
medical service agreement at a cost of $2.00 per month per wage-earner 
member, regardless of the size of his family. Payments are made to 
the clinic monthly by the secretary-treasurer of the association, at the 
established rate per certified member. Not all members of the associa- 
tion subscribe for the medical services. Association dues are collected by 
monthly payroll deductions. No contributions are made by the employer 
toward the costs of the medical services. 

For members complete medical care is provided including the services of 
doctors, nurses, hospitals, and outside consultants when necessary. Not 
more than three months’ hospitalization will be given to any one particular 
individual during a twelve months’ period. No types of diseases are 
excluded from treatment, although the group of medical practitioners 
agrees to treat tuberculosis cases only until they are committed to a tuber- 
culosis sanitarium and mental cases only until they are committed to a 
government institution. The patient is required to pay for his own med- 
ical supplies and appliances such as insulin, eye-glasses, and crutches. 

House calls are charged for at a nominal rate, sufficient to prevent 
abuse of the privilege by members. The cost of hospitalization for family 
members must be borne by the patient himself and is not included in the 
agreement with the clinic. 

Recently the clinic has also arranged for agreements with other em- 
ployees’ associations in the city, particularly those employed by the city of 
Los Angeles, namely, the waterworks employees and the police and fire- 
men. It is interesting to observe here that one single medical group has 
contracted with a number of different employees’ associations. 


ow AT THE city of Fort Smith, Arkansas, a somewhat different arrange- 
ment was put into effect where a special medical and protective associa- 
tion was formed with memberships being secured from the employees of 
various industries in the city and in the community. The association 
arranges for medical care from physicians and hospitals in the community 
at a rate of $2.00 per month per family. Each certificate holder is en- 
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titled to complete medical care for his family including hospitalization. 
During the year 1931, fifty-eight hundred memberships were in effect and 
more than five thousand hospital days of care were given to certificate 
holders and to their families. Certain restrictions are placed upon the 
amount of service which any one employee or family member may receive 
as well as on the types of benefits which are available. 


A unique and comprehensive arrangement for medical care has been 
established at Baton Rouge, Louisiana. The employees of the local Stand- 
ard Oil Company refinery some years ago organized the Stanocola Em- 
ployees Medical and Hospital Association for the purpose of providing 
medical care for themselves and their families. Various arrangements 
were tried during an experimental period of some six or seven years, such 
as the use of part-time physicians, and the remuneration of individual prac- 
titioners upon a fee basis. In 1928, the association established its own 
clinic with seven full-time practitioners to render complete medical care to 
the twenty-seven hundred members and their families. 


A monthly deduction of $3.00 per certificate holder guarantees com- 
plete medical care for the employee and his family. The medical care 
includes professional services at the clinic, hospitalization, and house calls 
for all types of conditions. A maximum of $250 is allowed for any par- 
ticular case for hospitalization and for special nursing. Maternity cases 
are not hospitalized at the expense of the association except when hos- 
pitalization is considered medically necessary by the attending physician. 
Hospitalization is paid for by the association at regular rates in two 
local non-profit association hospitals in the city of Baton Rouge. Mem- 
bership in the association is voluntary and approximately 75 per cent of 
the white employees are members of the association. The association owns 
a clinic building as well as complete medical and surgical apparatus. 


For several years the association limited its benefits strictly to Standard 
Oil Company employees. More recently, however, employed groups in 
other industries in the community have requested permission to join the 
association. Up to the present time membership has not been granted to 
any outside groups although the physician members of the clinic have been 
given the privilege of attending, on a regular fee basis, individuals in the 
community who might wish to avail themselves of their services. 

In Little Rock, Arkansas, the Trinity Hospital and Clinic has recently 
put into operation an agreement with groups of employees for complete 
medical care at the rate of $2.00 per individual, the benefits to include the 
services of physicians and a maximum of six weeks’ hospitalization. Pay- 
ments to the hospital may be made through the financial offices of the 
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employer or through voluntary collections by a member of an insured 
group. The clinic also accepts individual and family memberships, which 
must be paid quarterly in advance, $2.50 per month for an individual and 
$5.00 per month for the member and his family. A 10 per cent discount 
is allowed for a year’s payment in advance. The service includes physical 
examinations, free immunization against small pox, typhoid, and diph- 
theria, medical services including surgery, and hospital care up to six 
weeks a year for each individual, including x-ray and laboratory service. 
Eye and dental work are excluded, as are certain medicines and the treat- 
ment of diagnosed cases of tuberculosis, mental disturbance, and venereal 
disease. House calls are not made without extra charge. 


HOSPITAL INSURANCE 


Of special interest to hospital superintendents are the various forms of 
hospital insurance now in effect in the United States. For at least ten 
years attempts have been made to institute hospital insurance plans by 
which individuals may pay a fixed sum and be guaranteed hospital care in 
one of several institutions. One kind of plan is that by which a promoter 
organizes a hospital association for the sale of individual policies. In 
such cases the association pays the hospital used by a policy holder for all 
services covered by the insurance agreement. The hospital bears no finan- 
cial risk and has no financial assurance, except for the payment of certain 
bills by the association. Plans of this type, when organized for profit, 
have not succeeded. Some groups, however, organized as not for profit 
have continued in existence for several years, notably the Rockford (IlIli- 
nois) Hospital Association and the Thomas Thompson Trust of Brattle- 
boro, Vermont. Each of these associations has been in operation for more 
than ten years, and has more than three hundred policy holders under 
contract. 


A more recent and comprehensive hospital insurance plan has been that 
in which the hospital contracts with a group of policy holders directly or 
through an association to provide certain definite services at an agreed 
sum per person per year. In Dallas, Texas, two hospitals, the Baylor and 
the Methodist, each have under contract several thousand employed per- 
sons. The terms of the contracts vary in slight detail, but for the pur- 
poses of the present discussion, the agreements may be described as fol- 
lows: For the payment of fifty cents per person per month, the hospital 
agrees to provide, without extra charge, hospital service when needed, 
including operating room service, anesthetics and laboratory fees, routine 
medicines, surgical dressings, and hypodermics for a period not to exceed 
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twenty-one days during a twelve months’ interval. After twenty-one days 
the beneficiary is given a one-third discount on regular and special hospital 
services required during an illness. The benefits of the plan do not include 
X-ray service, special prescriptions, serums, or doctors’ or special nurses’ 
fees, although liberal discounts are granted from the usual fees for x-ray 
services. 

Contagious, tuberculosis, and mental cases are not included in the bene- 
fits, after they have been diagnosed as such. Obstetrical cases are granted 
50 per cent discount on hospital services after a period of ten months’ 
membership. In case no beds are available in the hospital, patients will be 
cared for in another institution. In cases of a general epidemic causing a 
lack of beds throughout the entire city the hospital will refund to persons 
needing hospitalization twice the amount paid during the previous twelve 
months. Except for accidents, which are taken care of immediately, the 
contract becomes operative ten days after date of application. 

The financial arrangements provide a minimum of expense to the hos- 
pital. Groups of employees join in subscribing to the hospitalization plan. 
They collect the monthly, quarterly, or semi-annual dues and make one sin- 
gle payment. Individuals are not permitted to join the plan singly, nor 
may individual members pay their fees directly to the hospital. About 
forty groups, ranging from ten or fifteen members to more than two 
thousand members, are under contract with the Baylor Hospital for hospi- 
tal service. No promotion expense is incurred by the hospital for the 
sale of insurance agreements, although the bookkeeping in connection with 
collections from groups is carried on through the offices of the hospital. 
The first agreement for hospital services was drawn between the Baylor 
Hospital and a group of teachers in the Dallas city schools. The rate for 
school teachers was recently raised to $8.00 per year, although the six 
dollar rate has proved satisfactory to other groups. The success with this 
group led to applications by other employed groups, particularly city em- 
ployees. At present employees of banks, department stores, insurance 
companies, newspaper publishers, wholesale houses, brokerage concerns, 
and others are under contract. 

The two plans operating in the city of Dallas differ in one major re- 
spect, namely, the intervention of a business organization between the 
hospital and the groups of patients. The Baylor Hospital enters into 
contracts directly with groups of employees, and receives its funds from 
the respective groups. Each group is fairly large, and the forty groups 
tend to average more than fifty members, excluding the teachers’ associa- 
tion, which includes nearly half of the four thousand under contract. 

The Methodist Hospital operates under an agreement with an organ- 
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ization known as the National Hospitalization System, which solicits con- 
tracts, receives payments, and pays a lump sum equal to fifty cents per 
person monthly to the hospital. All cases are cared for in private or two- 
bed rooms, x-ray services are charged for at half the standard rates, and 
each certificate holder is entitled to a blood pressure and urine test once 
each year. On being admitted to the hospital the member agrees to pay to 
the hospital the balance of one full year’s dues. 

The National Hospitalization System collects a fee of $9.00 per year 
per member retaining one-third of the sum for the cost of solicitation and 
collection. There are many groups of two or three members, and indi- 
vidual professional or business men may join the system provided they pay 
dues semi-annually instead of on a monthly basis. Employees of approx- 
imately three hundred firms in Dallas have received membership certifi- 
cates from the National Hospitalization System, which refers all patients 
to the Dallas Methodist Hospital, and in turn pays to the hospital fifty 
cents per month per member, regardless of the amount of hospital service 
rendered to certificate holders. About four thousand members were under 
contract on March 31, 1932, the first agreement having been drawn in 
January, 1931, fifteen months previously. More recently the National 
Hospitalization System has instituted the insurance plan with the Fort 
Worth Methodist Hospital, the Kentucky Baptist Hospital in Louisville, 
and the North Louisiana and Tri-State Hospitals in Shreveport, Louisiana. 

The financial experiences of the Baylor and Methodist Hospitals in 
Dallas indicate that the plans in effect are actuarially sound, the amounts 
paid to the hospital being sufficient to provide a substantial average rev- 
enue for each day of service to members. In one hospital the average 
receipts per patient-day of care were $6.60, in the other $7.60. It was 
found that approximately 10 per cent of the members used the service 
during a year, and that the average length of stay was approximately 
nine days. 

Both of the Dallas hospitals using the hospital insurance plan are con- 
vinced that the total revenue from these members is greater than would 
have been paid by the individual patients on a private-fee basis for hospi- 
tal service. The members of some groups receive hospital services, the 
value of which exceeds, at regular prices, the amounts paid to the hospi- 
tal. Other groups pay to the hospital sums greatly in excess of the prices 
for services received. These facts, however, are not surprising. They 
merely illustrate that sickness is a hazard to the individual, although its 
amount and costs can be predicted with reasonable accuracy for an entire 
group. To be sure, the twenty-one day limitation does not protect the 
member against the extreme costs of a severe illness, nor does the plan 
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provide for the costs of physicians’ or private nurses’ care, which at times 
may exceed the total costs of hospital care. But nevertheless the bene- 
ficiaries are insured for approximately $200 worth of hospital service, the 
average benefits for those hospitalized being approximately $60. This 
advantage is a real one to the patient, for although doctors and hospitals 
may cooperate to limit the costs of a hospitalized illness, such arrange- 
ment does not provide the patient with funds to pay even reasonable fees. 
A group payment plan, however, enables a large number of individuals 
jointly to pay the costs for the relatively smail number in the group who 
will need hospitalization. 


ew IT MAY BE surprising to some hospital people that a sum as small as 
fifty cents per month is adequate to remunerate the hospitals for the 
services to members. Whether this amount would be too large or too 
small for certain groups or communities could, of course, be tested only 
by experience. But several features of the group hospitalization plan 
operate to make it financially advantageous to the hospital. First, a mini- 
mum revenue is assured through the regular contributions by the group, 
whereas many of the patients would otherwise have been accepted as 
charity cases. Second, the patient is required to pay for his own x-ray 
service and does not, therefore, request unnecessary treatment. Third, 
the limit of twenty-one days for care protects the hospital against large 
expense for chronic or incurable cases. Fourth, the additional cost of 
giving board and room service to a patient in a hospital which is ready to 
serve at full capacity is often very low. Fifth, the privilege of refunding 
money in case of an epidemic avoids the possibility of the plan’s being a 
financial drain on the hospital. 

What is the effect of a group payment plan upon the quality of medical 
care received and the professional status and dignity of the physicians and 
hospitals providing the services? This question is an important one. If 
the assurance of a stated revenue, or the inadequacy of the remuneration, 
results in impersonal or superficial medical services by physicians or hos- 
pitals, the group payment plan will ultimately be detrimental to the 
patients it is intended to benefit. Some group payment plans appear to 
benefit both patients and the medical practitioners and institutions. Others 
appear to be unsatisfactory to all groups concerned, from the scientific as 
well as the financial point of view. The interests of both the professions 
and the public must be considered in the provision of medical care. Where 
the medical practitioners and institutions are adequately remunerated, 
where the working conditions are such as to maintain a high quality of 
service, where the costs to a group of members are not increased unduly 
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by overhead costs or abuse of the privilege—where these conditions exist, 
the group payment principle of sickness insurance yields advantages to 
both the medical profession and the public. 

The foregoing illustrations all show the application of the insurance 
principle on a voluntary basis. There is, at present, in the United States, 
no legal compulsion upon groups to carry sickness insurance, except in 
connection with Workmen’s Compensation agreements. To be sure, some 
of the plans are virtually compulsory upon the employees of firms, the 
compulsion being exerted either by the employer or the members of the 
employees’ associations. 

Sickness insurance, even compulsory sickness insurance, is to be sharply 
differentiated from state medicine. Sickness insurance is a device by 
which people pay for their own medical care. It has no necessary connec- 
tion with state subsidy through the collection of taxes or with medical 
care by government doctors or hospitals. Even in some countries in 
Europe the sickness insurance organizations are independent of govern- 
ment subsidy or control. It is well to point out, however, that the use of 
tax money for the payment of medical bills is also a method of “group 
payment” for the costs of medical care. Insurance is a device by which 
a group of people pay for their own medical care. Taxation is a device 
by which one group pays for another group’s medical care. Usually tax 
payers are not allowed to share in the benefits which they provide in the 
form of medical care. The supporters of county and city hospitals are 
not allowed to receive care in these hospitals, even though they offer to 
pay full operating costs and adequate fees to physicians. 

Sickness insurance is a plan by which self-supporting people continue to 
remain self-supporting as a group, as well as individually. It is not a 
means of dispensing charity. It is a means of avoiding charity. 
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By Freperic A. WasHsBurn, M.D. 
Director, Massachusetts General Hospital and Massachusetts Eye and Ear 
Infirmary, Boston 
HE ORIGIN of hospitals is lost in the mist of ancient times. We 
learn from Hindu books that in ancient India, about 320 B. C., the 
laws provided that :° 

Each village was to construct, under the direction of the health officer, a well 
ventilated, strong building protected from dust, winds, smoke, noises, and odors. There 
were to be rooms for the care of the bedding, kitchens, and an operating room to be 
clean and bright with an open fire on which the men attendants could pour sweet 
smelling lotions to keep the devils from entering wounds. 

The surgeon must be rapid and strong and must not converse or utter exclama- 
tions. His attendants must give him whatever he might need—cotton, linen thread, 
dressings, melted butter, oils, honey, stimulants, or salves. He had his choice of 125 
different instruments. He must perform the operation only under a favorable constel- 
laton and with suitable prayers. Drugs that produced insensibility were used, and 
the patient was not allowed to eat much during the days preceding the operation. 
He was immediately refreshed with cold water and fanned. 

All doctors were required to dress in white, to carry a cane or umbrella, and to 
be accompanied by a slave. Every detail of the equipment of the hospital was enu- 
merated: vessels of all sizes, soft beds and pillows, white sheets, plasters, salves, 
brooms, herbs, and medicines. There must be gardens in which to raise herbs. There 
must be skilled, kind attendants to bathe and massage, and musicians to play, recite 
legends, and divine the patient’s desires by looking at his face. 

Money for hosptals was obtained by a tax on every rupee of the gain 
of the merchants. 

We find places for the gathering of the sick attached to the temples of 
Egypt, Greece, and Rome. Such knowledge of medicine as then existed 
was in the hands of the priests of the temples. This tradition of attach- 
ing the care of the sick and the knowledge of medicine to religious in- 
stitutions was continued in the monasteries of Europe in the Middle Ages. 
The Hotel-Dieu in Paris occupies a site which has been continuously used 
for a hospital for twelve centuries. Two other hospitals have existed each 
for eight hundred years, the Grand Hotel-Dieu in Lyons, France, and St. 
Bartholomew’s in London. From the time of these medieval hospitals until 
recent years there was so much misery and suffering among the poor 
and unfortunate who were obliged to go to hospitals that they obtained 
the names of places to avoid in time of sickness if they could by any 
possibility be cared for in their homes. It was not until the early part of 
the Eighteenth Century that they began to recover from this wretched 
reputation. Although for three centuries hospitals, as a rule, have been 

1Address given at the dedication of the new building of the Springfield Hospital, Springfield, 


Massachusetts, June 7. ; 
2Nutting, M. Adelaide, and Dock, Lavinia L.: History of Nursing, Putnam, 1907. 
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most creditable institutions for the kindly care of the sick poor, it is 
within the memory of living men when educated people felt that the 
hospital was the last place to go in time of sickness rather than the first 
place. That, of course, was largely due to the fact that until quite re- 
cent years hospitals cared for the poor only and had no proper provision 
for pay patients. All that is now changed and the wise man, in time of 
sickness in his family, and if bed treatment is necessary, under the guid- 
ance of his doctor looks for relief first to the great hospital in his 
neighborhood. 

A very remarkable development and broadening of the function of a 
hospital has taken place in the last eighty or ninety years, much accelerated 
in the last thirty years. Before the days of anesthesia and asepsis modern 
surgery was impossible. The only operations attempted were emergency 
operations after injuries, operations upon the arms and legs, and other 
very minor surgery. The advance of surgery to its high state of today 
has been a large influence in the development of hospitals. Medical stu- 
dents were taught in hospitals ninety years ago, as now. ‘There were 
then no trained nurses, and of course no training schools connected with 
the hospitals. The trained medical social worker, so important a factor in 
the hospital today, was then unknown. Perhaps the greatest of all dif- 
ferences is that the hospital of 1840 and previously, and for some years 
thereafter, was for the poor only. Hospitals were not considered neces- 
sary for the well-to-do and the people of moderate means and this was 
to a large extent true because these people stood as good a chance of 
diagnosis and effective treatment in their own homes as they did in hos- 
pitals. This is absolutely not so today and therein lies a vital factor in 
the great development of our hospitals. 

In the year 1829 the expenditures of the Massachusetts General Hos- 
pital were $15,868. In the year 1930 the expenditures of the General 
Hospital group in Boston of the Massachusetts General Hospital were 
$2,046,000. This illustrates graphically in dollars and cents the change 
which has taken place. 

The efficiency of the modern hospital is of the greatest importance to 
ach and every member of the community. This importance has greatly 
increased of recent years and is, perhaps, not thoroughly understood 
by all. 


eo THE FIRST and most important function of a hospital is the provision 
of modern facilities for the care of the sick, the humane, tender, and faith- 
ful care under the most favorable conditions for scientific study, diagnosis, 
and treatment. Each hospital should provide facilities for the care of its 
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share of all sections of the community, not only for the sick poor for 
whom hospitals were first built, but for people of moderate means and the 
well-to-do, for it is in hospitals that the sick have their best chance for 
diagnosis and adequate treatment. 

A second object of a hospital is education. It is only by service in a hospital 
that your graduates of medicine and medical students can be taught modern 
medicine and surgery. The teaching of medicine, when properly con- 
trolled and kept subordinate to the care of the patient, makes for ef- 
ficiency. It insures the consideratio,. of all facts needed for a diagnosis ; 
it makes certain that all examinations and laboratory procedures are made. 
So many good minds are working upon the patients’ problems that they 
are assured of the best in diagnosis and treatment. 

The profession of nursing is taught in hospital training schools for 
nurses. Think what it means to the community to have hospitals which 
adequately train doctors and nurses for their life work of service. Hos- 
pitals also educate other groups for perhaps more indirect service to the 
community, social service workers, laboratory technicians, dietitians, record 
librarians, and others. 

A third function of the modern hospital is scientific research. From 
hospitals have gone out the discoveries of anesthesia; the description of the 
lesions in appendicitis followed by the perfection of the operation which 
makes it possible to cure the disease in many cases; the discovery of in- 
sulin for the treatment of diabetes; of liver diet which cures cases of 
pernicious anemia; and many other contributions, perhaps less theatrical 
but of great importance. 

To secure these results great sums have been given and spent to produce 
the buildings, the equipment, and the annual maintenance of the hospitals 
of the land. The hospitals are as important as any institutions in the 
country for the welfare of its citizens. The life of nearly every human 
being is affected at some time by the hospital. Its efficiency, therefore, is 
of vital importance to every one of us and should receive our careful 
thought and interest and our cordial and loyal support. To accomplish 
its objects the hospital must provide not only the rooms and wards ‘for 
the care of patients but extensive operating suites and laboratories, to- 
gether with the more utilitarian kitchens, laundry, and mechanical shops. 
The equipment of instruments, x-ray, and other apparatus is expensive and 
subject to rapid change and improvement and, therefore, replacement. 
Adequate salaries must be provided for many expert men and women 
who are authorities in their subjects. Most hospitals do a large amount 
of charitable work. It is, therefore, impossible to charge and _ collect 
from the patients the full cost of maintaining the hospital. The con- 
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sequent deficit is met in different ways, according to the character of the 
institution. A great private hospital must depend upon bequests and gifts 
from benevolent citizens. State, city, and other public hospitals make 
up the deficit by taxation. 

We are, perhaps, on the eve of major changes in the practice of 
medicine in which the hospital as a community health center will play 
its part. We admit generally I think that hospitals should care for the 
bed patients of all economic groups. We care for the ambulatory sick 
poor in the out-patient departments attached to hospitals. What shall 
we do for the ambulatory patient of moderate means? To care for him 
there should be furnished easy consultations and laboratory facilities at a 
charge which he can afford to pay. Some form of group practice is needed. 
Shall this work be done at the hospitals to avoid the necessity of duplicat- 
ing personnel, rooms, and equipment already existing? Why not, if the 
physicians are adequately recompensed by distribution among them of 
money received after paying the expense to the hospital? It would be 
necessary, to see to it that only the group for which the clinic was estab- 
lished was admitted to it. As the fee would be small one would need to be 
sure that the privilege of admission was not abused. This would mean 
a questioning of an applicant about his economic status. The knowledge 
that this would be done would tend to make rare the attempt of the well- 
to-do to avail themselves of this privilege. We should then have a pay 
clinic manned by the staff of the hospital conducted for people of moderate 
means for which the physicians would be recompensed. What should the 
hospital do for the well-to-do? All will admit that they should be 
hospitalized in the private wards of the hospitals. <A staff office build- 
ing adjacent to the hospital would enable the staff to give their patients 
the advantages of group practice and use existing x-ray, pathological, and 
other laboratories. This grouping of offices would make possible many 
economies in personnel and equipment. The use of hospital laboratories 
may well be open to all reputable physicians in the community. The 
hospital must, of course, be adequately compensated for these services. 


eo THERE ARE different kinds of hospitals. The general hospital is 

supposed to care for all kinds of acute sickness. Special hospitals 
are of many different kinds. They often have been set aside from the 
general hospitals unnecessarily because of the ultra-conservatism of the 
general hospitals in allowing the development of specialties. A century 
ago operations on the eye and ear, nose and throat, were all done in the 
general hospitals. As the knowledge and skill required in these specialties 
developed and it became necessary for a surgeon to devote his whole time 
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to his special subject, it became desirable to set apart beds in the general 
hospital for these special departments. In many cases the staff of the 
general hospital was conservative, not convinced of the wisdom and neces- 
sity of this procedure. The younger men who desired to perfect themselves 
in these special departments became impatient and established special hos- 
pitals. This was true of many other branches of medicine. Children’s 
hospitals were set apart; gynecological hospitals, maternity hospitals, skin 
and cancer hospitals, hospitals for contagious diseases, orthopedic hospitals, 
and others. In most instances the community would be better off if these 
special hospitals were brought back and combined with general hospitals. 
This would facilitate ease of consultation and be economical of supplies 
and equipment and in many ways would be of advantage to the patients 
in the community. This is not universally true and each case should be 
considered on its merits, but the principle I am sure is correct. 

What the future will show in the development of insurance for the 
payment of doctors’ bills, nurses’ bills, and hospital bills is an interesting 
speculation. I am convinced it will play a large part. We insure our 
houses against fire, our automobiles against the damage they may do to 
others, and their loss to us by fire or theft. In other words, we insure 
against unexpected demands of considerable size upon our pocket-books— 
expenditures so uncertain as to the time they will be incurred and as to 
their amount that they cannot be included in family budgets. Insurance 
companies hesitate to undertake these risks because of their fear of 
malingering patients and dishonest doctors. There must be ways to over- 
come these dangers. Perhaps we should confine ourselves at first to 
hospital patients and insure against their physicians’, nurses’, and hospital 
hills. If the patient meets the first $50 of the bill himself there is less 
likelihood of malingering and the insurance rate may be lower. There 
are many phases of this kind of insurance better fitted for discussion 
by an actuary than a hospital director. I feel sure that the problem can 
be solved and that when that is done a great deal of the fear and dread of 
sickness hanging over the head of the average man will be removed. 


ov THERE HAS been too little planning and consideration given to the 

question of the location of hospitals or the needs of a community 
before building. In these days of rapid and easy transportation hospitals 
can be much further apart geographically than was necessary a few years 
ago. 
It has often happened that a hospital has been built in a town or village 
because of a bequest for the purpose or because of local pride and the 
desire that each community have its own hospital even when there 
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is an easily accessible hospital in a neighboring town. In such instances 
it all too frequently happens that there are two poor hospitals inadequately 
supported with an unjustified duplication of costs which in the final analysis 
must be met by the community. This may happen in a city as well as in 
adjacent towns. In a recent survey of hospital conditions in a small New 
England city it was found that there were four general hospitals, all com- 
peting for much the same group of paticnts. It is a large city which can 
afford more than one general hospital. Special hospitals as departments 
of a general hospital are usually better for the patients than are separate 
institutions. In these hard times towns and cities should carefully consider 
whether a consolidation of hospital facilities is not economically sound and 
in the long run more efficient and best for the patient. One large hospital, 
adequately endowed, is far better for all concerned than two or three 
smaller hospitals with constant struggle for a hand-to-mouth existence. 
The community must support them. Now is the time for a searching study 
and the adoption of a sound plan. There never should have been money 
to waste. Now the expenditure of every cent of money given for charitable 
purposes should be most thoroughly checked. 

In this period of economic depression, hospitals are having a very 
difficult time. Now, if ever, their free and part-pay service is needed. It 
must not be curtailed. It should be expanded. The private wards for 
full-pay patients have many empty beds, for operations of election are 
postponed to better times. Income from endowment is less than it was. 
Many hospitals now have large deficits and must spend their capital. 
Nearly all hospitals are carefully managed. They give large returns for 
the money spent. They cannot be self-supporting. They are entitled to 
generous contributions from the public. 

I quote from an editorial in THE BULLETIN OF THE AMERICAN HOSPITAL 
ASSOCIATION : 

The hospital serves best: 

1. When its board of directors or governing body is sympathetic to the require- 
ments of the hospital staff, is interested in its professional attainments, and when it 
provides the facilities through which the physician is enabled to give his best services 
to the patient. 

2. When the staff members are codperative, friendly to each other, and sympathetic 
to the patient. When they are loyal to the institution, proud of its professional attain- 
ments, harmonious within their own group, and consecrated to the advancement and 
welfare of the hospital and the work it is doing. 

3. When the conduct of the hospital is characterized by the kindliness, courtesy, 
and consideration it gives its patients and by the interest it takes in the material as 
well as the physical welfare of those who are admitted to its wards. When its opera- 
tion is distinctly humanitarian and not obviously mechanical. 


4. When the confidence and good will of the public are earned and maintained by 
the quality of care which it gives its patients. When it encourages the public to 
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know that it holds joint ownership in the institution and assumes a joint responsibility 
for its success. When the public is brought to the hospital and not the hospital to 
the public. When the public respects it, admires the men and women who staff it, 
and gives its moral and material support. 

Let me congratulate the trustees and the community upon the possession 
of this beautiful, well planned and equipped hospital. While it may seem 
that it has an over-abundance of capacity for beds at the present moment, 
it is probable that when good times return you will be very glad that you 
have this space for growth. In case of a catastrophe in your community 
or an epidemic requiring considerable hospitalization you will find your- 
selves prepared. 

You had with you for a few months, as your superintendent, Dr. Harold 
W. Hersey. Even in that short time, he seems to have made a favorable 
impression upon your city, which is gratifying to his friends. I lament 
with you his untimely death. I know that in his successor, Dr. Eugene 
Walker, you are again fortunate. Your hospital is safe in his hands. 

Springfield is a city unusually favored. Its citizens have a high average 
of intelligence. Attractively situated, it is a city of homes supported by 
its fortunately varied industries. In its neighborhood are a number of 
well known colleges and schools. It has a famous newspaper, noted 
through several generations for its independence, its integrity, and the 
soundness of its editorials. The city is entitled to a good hospital ade- 
quately housed. This it now has. 


—_—+0¢——_——— 


Sound Motion Picture of Presbyterian Hospital 


The Presbyterian Hospital (Chicago) sound motion picture which was 
completed with a grant from the Petrolagar Laboratories about one year 
ago and which is entitled “Some Features in Hospital Administration” has 
been shown in ninety-two cities in twenty-one states and provinces in the 
United States and Canada. The total attendance at these meetings was 
over ten thousand, practically all of whom were hospital people. Additional 
bookings for this film (which is known as Film No. 21) are for the 
meetings of the American Physical Therapy Association, Detroit; the 
American Public Health Association (four showings), Washington, D. C.; 
Champaign County Medical Society, Champaign, Illinois; Chicago Lawn 
Presbyterian Church, Chicago; Minnesota State Medical Society, Min- 
neapolis; Presbyterian Hospital, Chicago; and the West Virginia State 
Medical Association, Parkersburg, West Virginia. 
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Codéperation of the State Department of Institu- 
tions and Agencies with the General 
Hospitals of New Jersey’ 


By Witu1aM J. Exxis, LL.D. 
Commissioner, State Department of Institutions and Agencies, Trenton 
STATE POLICY OF TREATMENT AND REHABILITATION 

N DEALING with the dependent, delinquent, and physically and mentally 

handicapped persons under its supervision, the Department of Institu- 

tions and Agencies is stressing more and more the curative and pre- 
ventive aspects of welfare work. To alleviate the acute overcrowding of 
our institutions, we have been urging the adoption of the latest accepted 
medical practices in treatment of the patients and inmates of our state insti- 
tutions. During the last twelve to fifteen years great progress has been 
made in transforming public institutions from places of custody only into 
treatment hospitals and community centers for physical, mental, and social 
rehabilitation. 

In hospital and other treatment institutions, under the modern program 
of treatment and rehabilitation, keepers and guards have largely been re- 
placed by nurses and teachers, as well as occupational and physical therapy 
workers. Medical staffs have been enlarged and supplemented by the 
addition of resident dentists, pathologists, and laboratory and x-ray tech- 
nicians. Mental hospitals have been provided with modern equipment for 
complete diagnostic services and for intensive treatment of complicated 
physical and mental disorders. The state sanatorium and the various 
county sanatoria have competent staffs and the modern facilities necessary 
for the care and treatment of the tuberculous. Even in our penal and 
correctional institutions, more comprehensive medical service is being ren- 
dered, in recognition of the fact that physical disorders of various types 
are often contributing causes of anti-social behavior. 


PREVENTION 

While recognizing the value of curative work carried on within the 
institutions, most public welfare authorities agree that it is in the field of 
prevention that the most lasting benefits are to be secured. In line with 
this thought the department has for several years been engaged, and lent 
its assistance, in organizing the facilities of the local community, thus 
building up what may be termed the “first line of defense.” In this field 
of activity, the department is brought into contact with the general hos- 
pitals of the state. 


1Read before the New Jersey Hospital Association, Atlantic City, May 13. 


[ 37] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


TUBERCULOSIS CLINICS 

Because of the extreme importance of early diagnosis and treatment of 
the tuberculous, the state department has long advocated and sponsored the 
establishment of tuberculosis clinics throughout the state. Through the 
extension department of the state sanatorium, more than fifty clinics 
are held regularly each month in all sections of the state. It is not the 
policy of the state to duplicate in any way the work done by local agencies, 
but rather to supplement that work and to provide service where none is 
already available. 

The extent of the work performed by tuberculosis clinics in the state 
is demonstrated by figures from the special study carried on by the New 
Jersey Tuberculosis League in cooperation with the Department of Institu- 
tions and Agencies. During the year 1931, there were 19,153 cases reported 
to clinics. Of this total, 2464 were diagnosed as tuberculous. During the 
year these persons visited clinics a total of 77,956 times. Three-fourths 
of the visits were made by non-tuberculous patients—a fact which attests 
to the great amount of educational and preventive work carried on. 

MENTAL CLINICS 

In the field of mental disease also it is essential that cases be diagnosed 
and treated early if real and lasting cures are to be effected. Due to its 
peculiar nature, mental disease has long been misunderstood and neglected 
by the general public. Because neglect of early behavior symptoms often 
results in the more serious problems of mental ill health, public ignorance 
has cost this country millions of dollars in the permanent care of persons 
with advanced mental diseases. , 

In advocating the establishment of mental clinics at strategic points 
throughout the state, the department again sought the cooperation of the 
general hospitals. It was believed that if the hospitals of the state were 
to conduct such clinics, they would help emphasize the fact that for a 
patient to require a mental examination is no more unusual than for him 
to need a physical one. The response of the hospitals was gratifying. 
Today general hospitals in all parts of the state are assisting in conducting 
mental clinics and the value of the work may best be shown by the fact 
that during the last eight months, community clinics have studied 2516 
patients. Clinics were established by the state only at the request of local 
authorities. 

EYE CLINICS 

The Department of Institutions is again brought into contact with the 
state’s general hospitals through the work carried on by the commission 
for the blind. This agency is also stressing the preventive aspects of its 
work and is vitally interested in the establishment of community facilities 
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for the prevention of blindness. Recently this commission published a 
large outline map of the state upon which were spotted all the eye clinics 
conducted by the general hospitals and the other health agencies. 


HOSPITAL REPORTING SYSTEM 


The extensive cooperation of the general hospitals and the state depart- 
ment led to the adoption of a monthly reporting system which has now 
been in operation for more than three years. This reporting, which was 
entirely voluntary on the part of the hospitals, is handled by the research 
division of the department, which prepares and publishes monthly and 
annual figures on the extent and type of hospital work. These cumula- 
tive figures furnish the New Jersey hospitals with a complete store of 
facts concerning the work performed in the last few years. 

Much educational publicity has been carried on by the department, a 
newspaper summary of the general hospital work being prepared nearly 
each month. It is generally felt that the publication of these figures, 
which always reveal the fact that a great deal of free work is being 
performed, will educate public opinion as to the real place of the hospital 
in the community and the splendid services which it performs. 

The summary for the year 1931 which was recently prepared shows: 

1. $6,750,000—amount of free service to charity patients. 

1,250,000 wholly free patient days rendered. 
375,083 persons admitted to out-patient departments. 
Over 920,000 visits by out-patients to clinics. 

5. 245,000 in-patients admitted to general hospitals (37 per cent private 
and semi-private and 63 per cent ward). 

6. 3,150,000 hospital treatment days rendered (31 per cent private and 
semi-private and 69 per cent ward). 

7. $15,000,000 current maintenance expenditures and $8,250,000  re- 
ceipts from patients. 

8. More than 45 per cent of annual maintenance expenditures devoted 


all sal 


to charity work. 

9. Average maintenance per patient per day $4.80. 

10. Average rate of hospital occupancy 69 per cent. 

WORK OF THE ESSEX COUNTY HOSPITAL COUNCIL 

One of the most interesting developments in the organization of hos- 
pitals on a community basis is occurring in Essex County. The Hospital 
Council of that county is lending its intelligent consideration to the hospital 
needs of the county, with a view to organizing community resources so 
that sufficient accommodations will be made available to all types of 
patients. The council is performing an outstanding service and all per- 
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sons concerned with New Jersey’s welfare problems are interested in this 
development. 
SURVEY OF CHRONIC ILLNESS 

One of the most important welfare problems of the state at present is 
the care of the chronically ill. It is essential that intelligent thought be 
given to organization of the communities to care for this important group 
and to render to them the special type of care they need. In the organiza- 
tion of this work the general hospitals should play an important part, as 
it is vital that the medical and hospital viewpoint be stressed in the con- 
sideration of any program for the chronically ill. 

The survey recently completed by the department in accordance with 
Joint Resolution No. 3, P. L. 1931, indicated that there are, under the 
care of social welfare or medical agencies, 150 chronically ill for each 
100,000 of the state population, or approximately one chronically ill 
person for each 650 New Jersey residents. It would appear that 
there are from six thousand to seventy-five hundred chronic patients under 
the care of various agencies in the state. On the basis of similar studies, 
which found that about one-third of the chronically ill are known to wel- 
fare agencies, it is approximated that there are over twenty thousand 
chronically ill in New Jersey. 

CONSEQUENCES OF CHRONIC ILLNESS 

Chronic illness involves tremendous social and economic consequences. 
Because of the lack of facilities, the patient is not accepted in most medical 
institutions. General hospitals are not equipped to render the long-time 
care necessary; homes for the aged do not have the medical facilities 
necessary. Too often these persons are labelled “incurable,” a fact which 
exerts a bad effect on the patient’s attitude. He becomes a burden to his 
family and constitutes such a drag upon its resources that at times the 
whole family unit becomes dependent. Our study has revealed that many 
of the chronically ill are young and it is this group especially which pre- 
sents a real challenge. These persons have a perfect right to expect that 
we will provide the treatment necessary to permit them to live a life of 
usefulness. A reasonable amount of treatment, carefully rendered, may in 
many cases ward off incurable diseases costing the community tremendous 
amounts. 

FINDINGS OF SURVEY 

In our survey, which covered five typical counties, we found that five 
chronic diseases accounted for over 50 per cent of all the patients found. 
Diseases of the heart made up 17 per cent of all cases, arthritis and 
rheumatism accounted for another 12 per cent, cerebral hemorrhage made 
up 11 per cent of all cases, while 7 per cent were cancer cases and 6 per 
cent were due to various types of paralysis. 
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Almost 20 per cent of the chronically ill were under forty years of age 
while more than 5 per cent were under sixteen years. About 63 per cent 
of the persons studied were totally incapacitated and the remainder were 
partially incapacitated. 

An analysis of the care needed and received by the chronically ill re- 
vealed that less than one-half were receiving suitable care, leaving 1184 
cases in the five counties for whom care would have to be modified in order 
to render appropriate treatment. 

THE PROBLEM OF CANCER 

The cancer problem is one that stands out as being vitally important. 
Eleven per cent of all New Jersey deaths during 1931 were attributable to 
this disease. It has been stated by authorities that cancer cases run about 
three times the number of deaths. As cancer deaths in the state totalled 
4,710 in 1931, we may estimate that there are approximately fourteen thou- 
sand cases. 

PROGRAM FOR THE CHRONICALLY ILL 

There are very few institutions and hospitals in New Jersey which recog- 
nize the care of the chronically ill as their special function and adjust their 
programs and facilities to this work. If we are to provide care which is 
anywhere near adequate, existing facilities must be expanded. In con- 
sidering plans for adding and enlarging facilities, we should take into 
account the following types of care: home care, nursing homes, homes for 
the aged, general hospitals, welfare houses and almshouses, and hospitals 
for chronic diseases. 

Although a considerable proportion of the population of New Jersey 
almshouses is chronically ill, the present-day almshouse is usually not 
equipped to give the necessary medical or nursing care. Since the welfare 
house or almshouse is likely to be the final place of refuge for the chronic- 
ally ill, it might be advisable for the various counties and municipalities 
to reorganize their programs to provide for their care in modern welfare 
homes where adequate medical and nursing care would be available. 

CANCER PROGRAM 

Based on the minimum standards laid down by the American College 
of Surgeons, New Jersey’s facilities for the care of cancer are inadequate. 

Although some counties have made a beginning toward the proper care 
of these cases, there is urgent need for more general application of our 
present knowledge. Special cancer services and cancer clinics should be 
organized in approved general hospitals, enlisting the services of the repre- 
sentatives of the surgical, medical, and radio therapy departments, with a 
skilled tumor pathologist and representatives of special departments such 
as genito-urinary, surgery, gynecology, and nose and throat surgery. 
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How Far Retrenchment without Irreparable 
Damage?’ 
By E. H. L. Corwin, Pu.D. 


Director, Hospital Information Bureau, New York City 
Secretary General and Treasurer, International Hospital Association 


O ONE COULD OR SHOULD undertake single-handedly to answer the 

questions implied in the title of my discourse, unless he does it in 
a a purely academic and ex cathedra manner, which very often is of 
dubious practical worth. The subject calls for intensive work on the part 
of experts in many unrelated realms—from brain surgery to the cooking 
of sweetbreads—and is one requiring considerable time and profound 
analytic study. It is, therefore, with particular and totally unwonted diffi- 





dence that I approach it. 

I wish to begin this discussion with the formulation of a few principles, 
or assertions, or premises—call them what you will. 

1. The subject of retrenchment should be approached from a com- 
munity standpoint rather than that of an individual hospital, and this 





implies several things: 

a) A severe contraction of its working force, granting that it were 
possible at this juncture, would be almost equivalent to an anti-social 
act on the part of a hospital. 

b) The closing of a part or parts of a hospital, when there is a demand 
in the community for the particular services which the hospital has 
to offer, would be tantamount to running away from a responsibility 
in times of stress and stringency, and a failure to keep faith with 
the community. The hospitals, and particularly the voluntary hos- 
pitals, are on trial and they must meet their social responsibilities, 
even if it takes Herculean efforts to accomplish this task. 

c) Should, however, a well considered appraisal of the situation in a 

given community disclose an over-supply of hospital facilities of a 
certain type, it would be wasteful to keep up such superfluous serv- 
ices. Wherever such a situation exists or should arise, the hos- 
pitals should jointly consider how best they can serve the com- 
munity needs—by curtailing certain types of service, by closing the 
institution altogether, or by merging the resources with other hos- 
pitals which may be better fitted to carry on the work for the com- 
munity from an economic and professional standpoint. 

2. A crisis like the present one demands the fullest codperative effort all 


~. 


along the line and at such a time there is no place for false pride and 


1Read before the Hospital Association of New York State, New York City, May 6. 
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superciliousness, which often prevent learning from all available sources ; 
nor is it a time to attempt to avoid facing the situation squarely, with the 
utmost clarity and integrity. There is likewise no place for “blue funk,” 
which so often leads to bad judgment. 

3. I believe that no one will contradict me when I say that hospitals, 
like all other institutions, shared in the prevailing faith that the ‘‘new 
economic era” would last forever, and consequently indulged in luxuries, 
costly experiments, and a certain amount of extravagance which they now 
find rather difficult to eliminate wholly or in part. Some of the difficulties 
are inherent in a badly planned structure or layout; others in tradition or 
deeply-rooted habits; some in general outlook and in the psychology pre- 
vailing in the institutions, from the governing board and the medical staff 
down to the most lowly servitor. 

4. While during the last two decades, particularly the last decade, so 
much has been done in the scientific management of industry, and in the 
selection of personnel, there was no corresponding interest in these matters 
in the hospital world. There has been a great deal of discussion of effi- 
ciency procedures but the reports have been based on experiences in indi- 
vidual hospitals and not on a really scientific study of job analyses, fatigue 
tests, and all the other instrumentalities which have developed since Fred- 
erick Taylor fifty years ago first demonstrated the possibilities of scientific 
management. Almost every industry has profited from studies of this 
character and many of them have organized institutes of scientific manage- 
ment. Many cities and countries in the world have such institutes and 
there is one in Geneva in connection with the League of Nations. The 
hospitals have not taken up in a systematic way this problem of rationaliza- 
tion. The sporadic outbursts of saving, particularly if associated with 
the understanding that unless savings are made, wages will be cut, bring 
forth results, which only demonstrates that savings are possible. To be 
of lasting practical value, these efforts must be continuous and unrelenting. 

There is an enormous amount of literature in the hospital field. There 
exist valuable reports of the committees of the American Hospital Asso- 
ciation and individual contributions, but there are no yardsticks which 
could be utilized with the conviction that they have been worked out after 
a prolonged series of scientific experimentation. 

Take, for example, the question of personnel. When it arises, we obtain 
figures from representative hospitals as to the number of certain types of 
help per bed, or per bed occupied. We strike an average of the thus 
ascertained figures and believe we have a more or less workable guide. 
It may be that in the field of hospitals such an empirical measure, derived 
in the way I describe, is sufficient, but it has not proved of sufficient value 
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in industry, where survival is dependent on real efficiency in the produc- 
tion of goods or services. 

5. Experience in New York City—When you compare the average per 
capita costs of fifty-four well managed private hospitals in New York City, 
twenty-nine of which are general hospitals and twenty-five special hospitals 
of various kinds, you find something interesting and worth-while consider- 
ing in the light of our discussion. The year 1929 saw the culminating point 
in the era of crazy finance, of reckless spending and high prices, which 
ended in a crash in September, from which we are all still suffering. In 
that year— -i929—these fifty-four hospitals in New York City had an aver- 
age per capita cost of $6.02; the general hospitals had an average per 
capita of $6.52, and the special hospitals $5.11. In the year 1930 the 
average per capita cost went up to $6.10—in the general hospitals to $6.83 
—hbut there was a considerable falling in the average upkeep cost in the 
special hospitals; it came down to $4.79. In the year 1931 the average 
per capita was $6.06, $.04 less than in the year preceding and $.04 more 
than in the year 1929. The average in the general hospitals fell in com- 
parison with 1930, which was the highest year, but was $.06 above that 
of 1929; and the average for the special hospitals was higher than in 
either 1930 or 1929. 

You will all agree with me that if the above averages are correctly re- 
ported, this is a rather interesting phenomenon which calls for analysis— 
an analysis not of gross figures including all the hospitals, but an analysis 
on the part of each hospital with relation to the entire situation. 

We have no definite measuring devices in hospital administration except 
those which are of an empirical character. Certain of the numerical stand- 
ards are created in a rather simple fashion, as described above. ‘Take 
another example, the familiar chart which shows what proportion of every 
dollar expended went into the several important items of hospital cost. 
It is derived from a comparison of expenditures in a number of selected 
hospitals on the assumption that all of these hospitals selected are fairly 
well administered. In other words, in making an empirical standard, we 
make a pretty broad assumption. I shouldn’t be surprised if some of these 
measuring rods were to be confirmed by scientific study, and I do not 
doubt that for general orientation purposes they are relatively valuable. 

In the August 1931 issue of Modern Hospital there was published the 
following standard division of hospital expense, based on the experience 
of a number of selected hospitals : $.29 was allowed for food, $.17 for the 
professional care of patients, $.08 for the cost of administration, $.03 for 
laboratory, about $.02 for the x-ray department, $.08 for the housekeeping 
department, $.04 for the laundry, $.17 for current operation and main- 
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tenance, about $.02 for the out-patient department, and so on. Even when 
you grant that the experience of the selected hospitals is valid as a guide, 
you still have to surmount the difficulty of a lack of uniformity in account- 
ing, and you cannot go back of the figures from each hospital .to find out 
whether the same items of expense make up the cost of administration, 
professional care of patients, and the several other large categories into 
which hospital accounts are generally divided. 

In cooperation with the Modern Hospital, I once made a cost study of 
a considerable number of hospitals throughout the country. On the ques- 
tionnaire sent out very definite instructions were given as to what was 
meant by each item and what should be included under each of the 
categories, and yet on analysis we found that the percentage of the total 
operating expenses attributed to the cost of administration ranged from 
1.4 per cent to 71 per cent. On the face of it, it is absurd to think that 


‘ 


either of these extremes was correct. In other words, the term ‘“‘adminis- 
tration,” in spite of instructions given, meant entirely different things to 
several hospital accountants. Even if the accounting were uniform and a 
distribution of expenses would supply interesting information for com- 
parative purposes, the figures could hardly be construed to be a measure 
of efficiency of management. In other words, the yardsticks which we 
have merely reflect what exists, but can hardly be accepted as guide-posts 


of what should be. 


’ 


ew In view of what I have said, the only contribution I can make is 
merely to point out the lines of study which may lead to a scientific 
ascertainment of how retrenchment can be practiced with safety. As ‘food, 
fuel, and salaries constitute the largest items of expense in hospitals, 
scientific studies should begin with these three fundamental sources of 
expenditure. To illustrate once more what I mean, many of you have 
read that most interesting article by Mr. Ernest Shouse of Lexington, 
Kentucky, on “Twenty-four Ways to Cut Cost of the Food Department,” 
published last year in Hospital Management. The conclusions sound very 
convincing but they should be tested in an objective manner, under different 
conditions, before all of them can be recommended for universal application. 
Many of you are familiar with the remarkable saving in the fuel cost 
that was accomplished a few years ago in one of the Brooklyn hospitals. 
In this particular hospital, which was running at a considerable deficit, 
the coal bill alone amounted to $45,000 a year. By proper attention to the 
mechanics of the heating system and by proper purchase of coal with a 
smaller percentage of ash and a larger number of B. T. units, it was pos- 
sible to cut down the coal bill over $26,000 a year. 
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With regard to wages and salaries, the cutting of compensation should 
be the last resort in proper economy. What is of more concern is the 
productivity per unit of pay. May I say that in this emergency where 
hospitals are compelled to reduce their payrolls, this should be done not 
entirely without regard to the status of the employees. Two considerations 
should govern: 

1. The salary should be reduced in proportion to the decrease in the 
cost of living as ascertained by the index of retail prices and not whole- 
sale prices; and 
Those who have served the institution faithfully and efficiently for a long 
period of time should get less reduction than those who have been with 
the institution a short time, particularly when they were taken on during 


2. The reduction should not apply to the same extent to all employees. 


the period of the highest prevailing rate of wages and salaries. 

Whenever possible, without injury to the hospital, there should be a 
quid pro quo in more time off to compensate for the reduction. I do not 
believe that the hospitals, so far as I am aware, can stand a very con- 
siderable reduction in the working staffs. I am particularly convinced that 
a reduction in the nursing staffs cannot but result disastrously insofar as 
the welfare of the patients is concerned. 

I venture to mention a few sources of retrenchment which should, how- 
ever, receive consideration and study on the part of the medical and other 
staffs of the hospitals: 

a) The suspension of services which are non-productive in the clinical 
sense. I refer particularly to pure research. I am told that a great deal 
of activity which goes on under the name of research is not of very great 
mcment or, in many instances, well chosen. Not all those who engage in 
research are well qualified for it, educationally or temperamentally. In 
times of stress like these, research should be limited to institutions which 
are particularly well equipped for it in terms of personnel and of funds. 

b) The integration of services might be considered as a possible source 
of economy and a possible check on extreme specialism. 

c) Economy in ordering laboratory and x-ray tests; the better codrdina- 
tion in this regard between the hospital and the out-patient departments ; 
the simplification and standardization of diets; likewise the simplification 
and standardization of drugs; the centralization of preparation of surgical 
dressings and of nurses’ trays; reduction in the number of dressings; and 
economy in the use of gauze, adhesive plaster, and so on. 

d) A diminution in the rapidity in the rotation of services of attendants 
in hospitals may bring about certain economies. Each new change usually 
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calls for a change in routine, in diets, in drugs, in instruments, and the 
like. 

e) The suggestion has also been made that a certain amount of minor 
surgery, such as opening cysts or wens or removing lipomas, may be car- 
ried out in the out-patient department. The cost associated with admission 
and discharge of a patient staying in a hospital for a day or two may 
thereby be lessened. 

f) There is also the possibility of expediting the necessary procedures 
in starting a patient on his career in the ward as soon as possible after 
admission. 

I have mentioned a few of the things about which no one can be arbi- 
trary, and which require thorough study on the part of those most compe- 
tent to deal with them, and I am certain that the medical staffs in all the 
hospitals will be most cooperative in matters of this character. 

There is one more suggestion which I should like to make and that is, 
that opportunity be given to all employees of the hospitals, including the 
nurses and interns, of frequent conferences and demonstrations in the 
teaching of economy. One splurge in economy brings no lasting results. 
Economy, like many other things, must be taught by repeated mental effort 
and frequent exercise of will and function. 

In the realm of permanent social and economic improvements, lean years 
are often much better as periods of experimentation than fat years. It 
may be that the pressure which is being brought to bear on all of us may 
lead to studies of hospital economy which may have a permanent value. 
It may be that it is the beginning of an era of scientific management of 
hospitals. And until we have such a science no one can, with real author- 
ity, answer the questions suggested in the title of this paper. 
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Recent Changes in the Economic Aspects of 
Hospital Management’ 


By CurisToPHER G. PARNALL, M.D. 
Medical Director, Rochester General Hospital, Rochester, New York 


O A VERY LARGE EXTENT the present economic dilemma is the result 

of a belief that old theories had been proved wrong and that it was 

no longer necessary to work in order to have everything one wanted. 
Hospitals have suddenly found themselves in a difficult situation. Those 
furnishing largely private service have large numbers of empty beds. 
Those with a large proportion of ward service have their beds full of 
patients who can’t meet the cost of their care. In either case the result 
as far as the hospital is concerned has been the same—insufficient revenue 
to meet expenditures. In the hospital which I represent the days’ care 
to private patients during the past year showed a decrease of over 8 per 
cent. The days’ care to ward patients who pay any part of their cost was 
20 per cent less; on the other hand, the days’ care to public charges in- 
creased 18 per cent and those to free patients were 43 per cent greater. 
This is a situation common throughout the country. At a time when 
greater revenue is needed and justified, the hospitals are expected to do 
more work with less money. Within limits this is a reasonable expecta- 
tion, but how long will the hospitals be able to continue under such handi- 
caps? Except a few especially favored, every hospital of every type, just 
like the individual, is bound to feel the pinch. All sources of hospital in- 
come are drying up. Even endowment income is no longer certain, with 
shrinkage in securities, passing of dividends, and defaults in bond interest. 
Revenues from private service are curtailed; voluntary contributions for 
community service are decreasing; payment for public charges is delayed 
or reduced in an effort to lower taxes or because of impaired credit of 
municipalities. Some hospitals are almost empty, some are overcrowded. 
All are living from day to day. Hospital service is needed as much as 
ever but the question is, How can it be provided? It cannot be provided 
without money. Even though hospital service is trimmed to the lowest 
possible limit under which it is possible to render efficient care to the 
sick, more money is needed than is apparently in sight. 

In such a situation it becomes evident that only essential social and 
health activities can be maintained. Can communities refuse to care for 
their sick and still maintain activities which, however desirable and neces- 
sary they may be in normal times, are not absolutely essential to life? It is 
~ 1Read before the Hospital Association of New York State, New York City, May 6. 
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highly desirable to prevent crime and to promote education but can either 
be done at the expense of neglecting the sick? Is it a swimming pool or 
a dispensary that must close? Under present world conditions it might 
be considered academically desirable that the sick should die. There are 
too many people anyway. Economically the world would be better off 
just now if there were fewer people. The quickest way to rid the earth 
of infections would be to kill off the infected. However, modern ideas 
of humanity will not tolerate wholesale indifference to human suffering and 
whether relief of the sick is socially considered the most important responsi- 
bility of humanity or not, I think there can be no argument but that the 
first consideration must be to care for the ill and injured. The social 
outcast when suffering must be given decent attention even though in order 
to do so, it means foregoing the support of agencies which might have 
kept him from becoming an outcast. With economic conditions as they 
are and with complete recovery at best some time in the distance, hospitals 
must make adjustments. In making them, however, they will do well to 
avoid ill-considered temporary expedients, political opportunism, and un- 
sound economics. There are a great many lessons to be learned from our 
experience of the last two years and in our anxiety to survive we must 
not be drawn into errors which will ultimately make our situation worse 
than it is now. 


ov PEOPLE who are feeling the pressure of economic distress will think 
that hospitals could get along if they would only cut out their ex- 

travagances. It is for the hospitals to show that they are not extravagantly 
administered, to gain public confidence in a way they never have before, 
creating a faith in their work and justifying that faith. It has taken a 
long time to build up hospital service to its present high standards and 
it is to the public interest that these standards be maintained. There 
should be a new type of publicity for hospitals so that the public will learn 
something of the problems it is facing. 

Readjustments of hospital service must be along two lines: 

1. General, including community policy 

2. Within the hospital 

General, including community policy-—First it should be determined 
whether the service of the particular hospital is necessary or not. Next it 
must be decided what kind of service the hospital is to render. In any 
given community are there too many hospitals or is there unnecessary 
duplication of hospital work? In the interest of economy and efficiency 
would it be possible to consolidate two or more existing hospitals? Would 
it be desirable, if it were possible, and who will make the decisions, the 
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boards of individual hospitals or unprejudiced outsiders whose experience 
would entitle their opinions to be respected ? 

The planning of new hospitals and the extension of old ones should be 
to meet actual and not fancied needs. Moreover, responsibility for render- 
ing hospital service in any community should be definitely fixed. Shall 
it be private philanthropy or public taxation to which the community shall 
look for adequate support for hospitals? Neither one should be allowed 
to impose upon the other and if both exist there should be a good under- 
standing between the two. 

Private plhilaniliropy—Under this heading is included receipts from 
invested funds and voluntary private contributions. The patient who can 
pay his own way and employ his own physician cannot justly expect to 
have his hospital care paid for at either public or private expense. Under 
our American system it is only right that he should be expected to pay his 
own costs. On the other hand, it is not fair to ask him to pay more than 
his costs. The hospital is not a money-making enterprise and enforced 
contributions from those who are unfortunate enough to be ill and at the 
same time self-supporting, to support the hospital’s community service, can 
hardly be justified especially when the patient, as a citizen, has probably 
already contributed his part. Private philanthropy has been much abused 
in the past. It has now reached a limit beyond which it cannot be expected 
to assume responsibility. There is, however, a definite place for private 
philanthropy in hospital work. Private philanthropy is organized to under- 
take community service. When the hospital renders community service 
it should be paid on the basis of service rendered and not on any arbitrary 
basis of allocation to cover deficits. 

Public taxation—The indigent person is the responsibility of the tax 
paying public; the person who is a public charge, generally speaking, should 
be cared for by public taxation. If an indigent person is sick or injured, 
common humanity demands that he be given modern, efficient care. He 
may thus be rendered self-supporting but whether he is or not, he must 
be cared for. Interpretation of the laws relating to the support of indigent 
persons has become more and more liberal. Under the new state welfare 
law, it is no longer necessary for a person to be absolutely without assets 
in order to receive public aid. It is in respect to responsibility for the 
hospital care of indigents, as I see it, that there must be a very radical 
change. Governmental agencies to a large extent have assumed, if they 
fail, that private relief will take care of the poor. Private hospitals have 
been paid little or nothing for care which in the final analysis is a public 
responsibility. Under present conditions, no matter how much private 
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hospitals might be willing to assume the burden, with the reduction in 
income from all sources which they have had to take, they cannot take 
responsibility for public charges unless they are paid cost for the service 
they render. It will seem inhuman and contrary to all the traditions of 
hospital service to refuse to take care of the indigent unless the hospitals 
are paid but there is no other way out for the private hospitals. 

There are two alternatives available to government agencies: first, the 
maintenance of public hospitals, and second, provision by contract for the 
care of the indigent sick in private hospitals on the basis of reasonable 
cost. There are not enough beds in public hospitals to meet the present 
need and adequate care would mean an enormous expansion of public 
hospital facilities. At this time when the tax burden is already almost 
intolerable, the building of public hospitals would be unwarranted especially 
since there is such a large aggregate number of empty beds in private hos- 
pitals. Only recently while visiting one of our large cities I was impressed 
with the absurdity of a policy which resulted, in the case of an injured 
person who was indigent, in his being transferred by a city ambulance 
past several hospitals with an aggregate of probably seven hundred empty 
beds, to be admitted to an improvised cot in the corridor of an already 
overcrowded public institution. 

Maintenance of hospitals at best is not an ideal activity for cities or 
other governmental units. The service rendered is inferior usually and 
just as costly. Inevitably politics loom as a factor which determines the 
policies, selects and maintains the medical staff, and even determines the 
admission of individual patients. In many communities private hospitals 
do not want city or county patients. The chief reason for their attitude 
is the uncertainty of collection of their accounts and the vagaries of politics 
which have to be tolerated. For the unsatisfactory relation between public 
officials and the governing bodies of private hospitals, both are to blame. 
If there is frank understanding and a sensible business arrangement, it is 
to the advantage of private hospitals to receive public charges. Even 
though they should receive only cost, the addition of this type of service 
will help to take up the economic slack and will provide desirable clinical 
material which is valuable in building up a service to attract the best 
doctors to the medical staff. It is to the advantage of the public for the 
private hospital to accept indigents. In this way, the public is under no 
necessity of maintaining expensive buildings and equipment. Satisfac- 
tory service can be obtained and, under proper restrictions, sufficiently 
controlled. Instead of caring for all patients often in a single hospital by 
a staff selected through political preferment, patients may be distributed 
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to a number of private hospitals where services can be built up, making 
them more truly community medical centers providing opportunities for a 
larger number of physicians practicing in the community and thus directly 
and indirectly contributing to higher standards of medical service. 


ow = Jnternal readjustment.—As far as the individual hospital is con- 

cerned, the present economic problem is simply stated. It is so to 
readjust as to make the total expenditures come within the total income. 
I wish I might readily say how it could be done but I fear it is one of those 
things which it is easier to say than to do. First, let us consider ex- 
penditures. With decreased income, it is necessary for the majority of 
hospitals to reduce expenditures. The most important item of expense 
for the hospital is that of personal service, which represents ordinarily 
from 50 to 60 per cent of the total. It is obvious that reductions, if they 
are going to be at all extensive, must include payroll expense. Of the 
payroll item, it is probable that in the average hospital, nursing represents 
approximately one-third. While the nurses are not overpaid, they can 
stand a substantial cut and still live. On the other hand, menial labor, 
which forms a considerable proportion of the remainder of the payroll, 
is now generally not receiving much more than a bare living wage and the 
workers cannot live on a much further reduced scale. Administrators can 
reasonably expect more efficiency of service for the amount paid. Re- 
scheduling of work and better planning of assignments will effect large 
savings especially since we are not now hampered by the former costly 
labor turnover. Reduction of personnel although it often works hardships 
on individuals, is necessary. Drastic cuts must be avoided; otherwise a 
lower morale in the hospital organization will inevitably give rise to com- 
plaints because of inefficient service. 

The cost of the various activities of ‘the hospital must be carefully 
scrutinized to find whether or not the costs are justified. A hospital may 
be very much out of line in some departments due to a variety of causes. 
One hospital may be supporting a laboratory service out of all proportion 
to the reascnable need for such service; another may have a dietary or- 
ganization that has grown out of all proportion to the size of the institu- 
tion; another may have a costly administrative set up, and so on. In the 
same community there will often be a wide variance in the compensation 
paid for similar positions in hospital service. It will be found advan- 
tageous for the hospitals to form some plan of association so that their 
representatives can confer on common problems and by frank comparison 
arrive at reasonably uniform standards of compensation for the same type 
of service. Comparisons of cost, of budget requirements, and of pro- 
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fessional policies will be helpful to an astonishing degree in promoting not 
only economy but mutual understanding. One item of payroll which I 
think should receive prompt attention is that of the customary allowance 
to student nurses. If the student nurse is receiving what she has a right 
to expect in the way of educational opportunities and proper living con- 
ditions, I can see no valid reason for continuing the time-honored custom 
of paying her while she obtains the training which should enable her to 
earn a livelihood. 

Many hospitals experience difficulty in effecting savings because they do 
not know their costs. I do not advocate for the average hospital an 
elaborate accounting system which would cost more than any savings it 
could possibly effect, but even when times are hardest, hospitals should 
spend enough to provide accurate records of disbursements kept according 
to generally accepted standards. 

I shall not try to dilate on the matter of minor economies which in the 
aggregate will amount to large savings but it is undoubtedly true that un- 
skillful buying and wasteful use of materials and supplies in many hos- 
pitals may mean the difference between living within their income or 
incurring a deficit. Everyone in the hospital organization, including the 
medical staff, should realize that unnecessary waste at this time means 
proportionate limitation of service. Savings in dressings and drugs might 
pay for a resident physician. Economy in the use of catgut might mean 
the purchase of necessary instruments. Turning out the lights, shutting 
off the water, turning off the heat, could perhaps pay for several nurses. 
There are numerous opportunities for saving without affecting the effi- 
ciency of service. During the “high, wide, and handsome’ days we 
developed many minor extravagances which have become bad habits, and 
we can and must rid ourselves of them. Economy, however, should be a 
principle and not a fetish and we must remember, despite all the pressure 
to effect it, that poor service and poor materials will not result in real 
saving. 

Receipts—lIn balancing the hospital budget, while reduction of expendi- 
tures will perhaps be more possible than increase of income, every effort 
should be made to keep the receipts of the hospital, from various sources, 
at their maximum. Many of the institutions which felt themselves for- 
tunate in having large incomes from invested funds are today as hard up 
as some of the hospitals which depend largely on public contributions. 
If I could advise hospital trustees where to invest their funds to best 
advantage, I should most likely now be settling the world’s economic 
problems instead of trying to administer a moderate size hospital. I do 
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not know how increased private contributions can be expected with incomes 
curtailed as they have been. I do not know how receipts from patients 
can be materially raised, assuming that collections are efficiently made. 
Increased rates at this time are usually not feasible. Borrowing money to 
balance the hospital budget is a dangerous precedent in stringent times 
unless it is done simply to anticipate unquestionably certain revenue. In- 
come from the care of patients who are public charges should generally be 
increased. There is no justification, when conditions are so difficult, for 
public officials to expect the limited resources of hospitals to be used to 
relieve the public tax burden. If public expenditures must be curtailed, 
and it is obvious to all that they must, the time has come when a decision 
must be made as to what public activities are absolutely essential and what 
are desirable but postponable. We can’t very well live without police and 
fire protection and the protection of the public health. In the same cate- 
gory falls the care of the needy, including provision for illness through 
hospital service. Provision for sickness represents only a small part of the 
cost of relief. Insomuch as it is denied will the need for material relief be 
multiplied. 

In the present emergency a great responsibility rests on all types of hos- 
pitals to render the maximum of service at as low a cost as is consistent 
with efficient care of the sick. The hospitals, however, cannot be expected 
to do the impossible and the responsibility for the support of hospital 
service must be laid clearly and unequivocally where it belongs. Patients 
who are able to pay should be required to do so. Credit should not be 
extended unless definite information is furnished which will justify it. 
Hospitals must insist on patients’ taking the type of accommodations 
which come within their means. 

Community service and service at less than cost will have to be limited 
to what community contributions and endowment income will justify and 
in an increasing degree the care of public charges in hospitals will have to 
be paid for, fully, out of public funds. 
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Some Economic Problems Affecting Hospitals 
Today and Suggestions for Their Solution’ 


By Matcotm T. MacEacuern, M.D. 
Director of Hospital Activities, American College of Surgeons, Chicago 


S “HARD HIT” as every other institution are the hospitals. Never 
hefore have they been faced with so serious an economic problem 
as the present one. A survey of the southern states, for instance, 

reveals many hospitals struggling to keep their doors open, and unless 
the near future brings relief, many will be forced to give up the fight 
and cease to carry on. Even the well endowed institutions are feeling the 
strangling jaws of the depression. An outstanding hospital in Chicago with 
a four million dollar endowment recently made an appeal through the 
press with a headline which read as follows: ‘Funds Needed for Chil- 


dren’s Hospital—Cases Increase 200 Per Cent but Pledges Drop.” The 





situation is critically serious and demands our closest, most intensive con- 
sideration. 

Stock crashes, bank failures, frozen assets, depreciated earnings, dimin- 
ished benefactions, together with lessened payment by patients and de- 
creasing departmental earnings and all that ccmes in the wake of these, 
have depleted the hospital treasury. Hospital trustees and executives are 
staggering under the valiant attempt to maintain adequate standards in 
order to insure safe and efficient care of their patients. 

REDUCTION IN BED OCCUPANCY 

For many months hospitals generally have been experiencing a gradual 
reduction in bed occupancy. For a considerable time it has been agreed 
that a 75 to 80 per cent occupancy is normal, but very few hospitals today, 
apart from tax-supported institutions, are approximating this average. 
Individual institutions frequently show an occupancy even below 40 per 
cent, whereas collectively the average occupancy including tax-supported 
hospitals is not more than 50 to 60 per cent. An average occupancy of 
less than 60 to 65 per cent may probably result in difficulty in balancing 
the budget, which in most instances is the cause of a resultant deficit. But 
a deficit need only be feared when there is no way of meeting it. This is 
a major problem at present. 


The depression has adversely affected the average bed occupancy in our 
hospitals. Of that there is no doubt. But economic conditions are not 
entirely to blame. One must not overlook t*e achievements of scientific 
medicine, which have greatly decreased the average duration of illness. 


1Read before the Western Hospital Association, Salt Lake City, June 14, 
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In many cases this has been cut in two so that one can justly claim a 50 
per cent reduction in the average time spent by patients in hospitals as 
compared with a decade or two ago. Furthermore, our people are in a 
healthier condition today than they were in recent years. There have been 
no epidemics of any account. The vast army of health workers and allied 
groups have made substantial progress in keeping people well and_ pre- 
venting disease. 

There is another factor affecting bed occupancy which must be taken 
into consideration and that is over-hospitalization, which is most pro- 
nounced in some communities. The private, community, or independent 
hospital has been further depleted of many patients and much revenue 
by the liberalization of service in federal, state, county, or municipal hos- 
pitals. Of the thousands of patients who are receiving treatment in fed- 
eral, state, county, and city hospitals, many should be revenue cases in 
community or private institutions paying hospital and professional fees. 

MANY PEOPLE WANT FREE MEDICAL CARE 

There seems to be an ever-increasing tendency on the part of many 
people today to feel that they should receive free medical and hospital 
care. In this connection an intimate knowledge of city, or municipal, and 
county hospitals reveals a great lack in many instances in properly investi- 
gating all cases as to which should or should not be recipients of charity. 
No doubt the loosely managed political, tax-supported hospital and the 
badly organized and improperly controlled out-patient clinic are markedly 
depleting the pay hospitals of revenue as well as the members of the medical 
profession of their legitimate fees. This should in no way be interpreted 
as a universal condemnation since the criticism does not apply to all hos- 
pitals. If all tax-supported institutions were as free from politics and as 
efficiently managed as the hospital over which our president, Dr. Black, 
presides (I refer here to the Highland Hospital, Oakland, California) we 
would not have abuses but would develop instead real institutions. I con- 
sider this hospital a model in every respect for any tax-supported institu- 
tion to follow. 

When we analyze hospital accommodations today we find that there has 
been much shifting in social strata in recent times. The de luxe room is in 
very little demand unless at considerably reduced prices. Patients who 
formerly sought private rooms for from eight to ten dollars a day now 
ask for the more moderately priced accommodations of from four to five 
dollars a day. In many instances they share a room with another patient 
on what we call the semi-private plan. The former semi-private or part- 
pay patient now accepts without a murmur the ward service. In fact, 
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many full-pay or private patients of former days now seek free care in 
the private or public hospital. 

This is but a brief picture of the financial transition which is now going 
on among the different classes of our population, all because of general 
economic conditions. All sources of revenue of the hospital have been 
reduced. The decrease in revenue from private patients and the increase 
in part-pay and free patients without increasing sources of revenue have 
brought about a serious economic crisis in many hospitals. 

NATIONAL EXPENDITURES 

That the present economic condition in respect to hospitals could exist 
one can scarcely realize when he learns that only approximately one billion 
dollars of the national wealth is needed annually to maintain hospitals so 
that the twelve million in-patients and seventeen million out-patients may 
be cared for. 

On cosmetics and beauty culture our American women spent in 1931 
the staggering sum of $1,515,949,150. For tobacco there is a national 
expenditure annually of $1,500,000,000 and our American people devote 
each year $1,250,000,000 to motion pictures. Five hundred million dollars 
leaves the pockets of our people each year for the purchase of toilet articles, 
and that is just half of what it costs to keep the hospitals of this country 
open. When we take into consideration that $3,500,000,000 is spent an- 
nually by this great nation for all forms of medical service, which amounts 
to approximately $30 per person, $100 per family, or 4 per cent of the 
national income in a normal year, we naturally wonder why hospitals should 
not have more community support for the charity work they do. 


IMMEDIATE ACTION NECESSARY 

Nevertheless, our hospitals are now involved in the worst financial crisis 
they have ever experienced. It is absolutely necessary that all of us put 
our heads together and try to find some solution. If we are to have effec- 
tive results we must have concerted and codrdinated immediate action. 
We have all heard it said that even calamities have their ultimate benefits. 
Therefore, it devolves upon us to find somewhere in this financial wreck- 
age some solid foundation upon which to build. Repeated adjustments of 
expenses to income have been made. Never before has there been such a 
careful analysis of hospital accounting and study of financial policies. 
It is entirely possible for us to inaugurate improvements in business 
methods which will lead to better ways and means of financing hospitals 
in the future. 

Let us ask ourselves the question: What can hospitals do individually 
and collectively to weather this stormy economic disturbance through which 
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they are all passing? Or perhaps you think it would be more consistent to 
ask: What can be done to remedy the present economic status of the uni- 
verse? But our province and responsibility apply specifically to the hos- 
pital field. It is true that all hospitals have already trimmed their sails 
to better meet the financial conditions of their respective communities. 
This has been done chiefly through economies of administration. There 
has been more or less universal reduction in personnel and salaries; many 
economies have been effected. Everything possible has been done to 
reduce expenditures, but this has not been sufficient to bring about imme- 
diate relief in the majority of instances. The continuance of the present 
economic conditions will force hospitals generally to further action. The 
time has come when this problem must be given even greater thought, 
both from its community and from its national aspect. We must find the 
lighthouse in this gloomy fog of economic depression so that our hospitals 
will not crash on the rocks of disastrous calamity. We must steer our hos- 
pital ship into the safe harbor of security so that as many lives as possible 
may be saved. To this end a few suggestions follow. 
1. National Hospital Conference 

During stressful times the President of the United States has on many 
occasions called into conference various highly talented groups in their re- 
spective fields to consider economies and developmental aspects of different 
problems of national significance. In this he has shown great forethought 
and judgment, for through such means he has been able to arrive at the 
crux of each situation. Certainly, the seriousness of the hospital situation 
from an economic standpoint warrants the intensive thought of the best 
leaders in the hospital field. What could be more helpful and more desir- 
able at the present time than a national conference of this nature dealing 
with hospital problems? Could not forty or fifty of the outstanding 
executives and trustees of this nation get together to deliberate on this 
matter so that they might bring to light valuable information for all hos- 
pitals now in economic distress? The intensive review and thought of such 
a group would be of untold value to all hospitals. Therefore, I submit 
to you this suggestion for your careful consideration. 
2. Local Hospital Conferences 

That the national study of the economic condition of hospitals would 
be of great value, I am sure. In addition, however, I would suggest more 
group studies of the problem locally. This is the time when hospitals in 
adjacent vicinities should codperate to study the matter close at hand. 
Perhaps problems incident to each may be of common solution. Perhaps 
means of better coordination or consolidation may be worked out tem- 
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porarily. At least, the contact resulting from these conferences would 
tend toward greater codperation and harmony. 
3. Further Building of Hospitals Inadvisable 

At this moment there are many vacant hospital beds throughout the 
United States. Perhaps a very conservative estimate would place the num- 
ber at from 250,000 to 300,000. While there exist so many vacant beds it 
is right to question the advisability of further construction of federal, state, 
county, or municipal hospitals. Certainly, they should not be built unless 
warranted by dire necessity. First of all, we must utilize the empty beds 
we have, and give them to those who need them. It is true that the extra 
charity load of every community which cannot be cared for by tax-sup- 
ported institutions is gradually absorbing many of the vacant beds, but 
this is not bringing financial relief to the hospitals. In fact, the extra load 
has only increased the financial burden. We must look now to other 
sources to provide the cost of maintainance. In this connection private 
or community hospitals have already offered the United States govern- 
ment 300,000 beds for the care of veterans with non-service-connected 
disabilities requiring hospitalization. 

4. Filling Vacant Beds 

But why not consider other groups of patients in the community? Those 
empty beds could be used to advantage. There are many tuberculosis 
and mental cases who could be treated in general hospitals. Either they 
could pay their way, or the hospital offering treatment should be sub- 
sidized by the state, county, or municipality. Many of these patients are 
now being sent to already overcrowded municipal and state institutions. 
Infectious cases, which are usually municipal charges, are being handled in 
the same manner. I see no objection to the city, county, or even the state 
contracting with a private or community hospital for the care of the 
tuberculous, mental, and infectious diseases. 

In the future two hospitals in a certain community will care for all the 
infectious diseases, for which the city will pay $3.00 per day. This will 
permit the city to close its isolation hospital, resulting in less worry and 
a considerable saving to the tax-payer. It would be, therefore, of advan- 
tage to everyone concerned for each hospital or group of hospitals in a 
community to extend their services to all types of patients so far as facili- 
ties and personnel would permit. This would not only fill the empty beds, 
but would also assure greater use of the already existing facilities and save 
the local, state, or federal tax-paying groups considerable money. In 
such a plan there should be no lowering of efficiency, but an increased 
service in offering the patient the advantages of a fully organized medical 
staff including the various specialties close at hand. 
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5. Coéperation in Use of Facilities and Services 

Serious thought should also be given by the hospital management to 
better codperation in the use of highly expensive facilities and services. 
The sharing of costly facilities and the services of pathologists, radiologists, 
physical therapists, and highly specialized technicians would be of untold 
advantage in reducing expenses and improving service. For example, a 
good pathologist or a good radiologist might be able to distribute his 
services among two, three, or four hospitals, depending on the size of 
the institutions and the technical assistance available. The cost of this 
plan would be much less than if each hospital had its own high-powered 
specialists, for then the expense would be distributed. In these times we 
must forget all about “keeping up with the Joneses.” There are innumer- 
able ways in which the hospitals in any community can codperate to 
prevent duplications of services. The facts can best be derived from a 
study of each individual community. 
6. Use of Hospital Facilities by Local Physicians 

In addition to the cooperation of hospitals in the use of expensive facili- 
ties is the possibility for local practicing physicians to utilize hospital 
equipment. Instead of each doctor setting up his own facilities why should 
he not use the hospital laboratories for his own office or private patients ? 
Such a system would cut down expenses considerably. Many doctors 
have their own diagnostic and therapeutic facilities in their offices, neces- 
sitating additional personnel. Naturally, the individual overhead is in- 
creased tremendously, thereby adding to the cost of medical care as well 
as cutting down the business of the community hospital. In recent years 
there has been a marked tendency to duplicate these services in one com- 
munity. We should realize that in most instances the hospital facilities 
can be used by the private practitioner with much less expense and fre- 
quently with greater facility and efficiency. It would seem, therefore, well 
worth while for every hospital wherever practicable to offer complete 
diagnostic and therapeutic facilities to the local medical profession for 
their private patients at as reasonable a charge as possible. 
7. Remove Political Influence from Tax-Supported Institutions 

I have already alluded to the matter of tax-supported hospitals and the 
inefficiency with which some of them are operated. With but few excep- 
tions tax-supported institutions are badly messed up in politics; they are 
inefficient because of poor management or from lack of essential funds. 
Not infrequently the cause of an institution’s being unsanitary, inadequately 
equipped, over-run with infections, and subject to unusually high mortality 
rates can be traced directly to the effect of politics. When municipal or 
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county hospitals get so bad that patients sleep two in a bed; when women 
are admitted to men’s wards and are not discovered for days; when com- 


, 


missioners or “‘city fathers” refuse electric fans in the extreme heat for 
seriously ill and dying patients but willingly supply them for monkeys 
in the zoo; when hospitals are picketed by strikers, endangering the lives 
of nurses, attendants, and others; when tear bombs are thrown into nurses’ 
homes; when interns are allowed without supervision to do anything they 
like with human beings; when many other atrocities and disgraceful prac- 
tices are permitted which jeopardize human life—then is it not time to have 
a clean-up of county and municipal hospitals? State general hospitals 
with similar conditions can be placed in the same category. 





But, you will ask, why has this any bearing on the present economic 
conditions of hospitals? It is quite apparent that conditions such as I 
have cited are malignant with wasteful practices wherein the tax-payers’ 
funds are dissipated in useless avenues, and frequently are not used for 
the purpose intended, that is, the saving of human lives. But, notwith- 
standing all I have said, there are a number of outstanding instances of 
fine types of tax-supported hospitals. It must not be considered that they 
are all in the category described, but there are many glaring examples 
which require immediate remedial measures. 

It is time to free these institutions from the putrid influence of politics. 
With each new political régime there come many changes, a constant up- 
heaval, and steadily declining efficiency. Hospitals controlled by political 
interests cannot be of service to humanity. They must be taken out of the 
hands of politicians and placed under the direction of boards made up of 
outstanding citizens who are not dependent on the votes of a flattered popu- 
lace hut are representatives of meritorious service and are acting in behalf 
of the good of humanity. 

8. Distribution of Charity Cases among Existing Hospitals 

In many instances these tax-supported hospitals are much more costly 
and much less efficient in handling charity cases than would be a plan 
through which all this work could be distributed among existing hospitals 
and paid for by the respective taxing bodies. 

The average tax-supported hospital takes in patients with little or no 
investigation as to what they can pay. They lack proper social service 
departments to determine eligibility. No doubt innumerable cases are 
admitted who could pay their way including professional fees. 

The distribution of necessitous cases among existing approved private 
or community hospitals subsidized by the city, county, or state would not 
only tend to efficiency but would promote much economy. We are told 
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that the Pennsylvania system is working out very satisfactorily. Here 
the state pays private or community hospitals $3.00 per day for each 
indigent or necessitous patient. There are very few city or county hos- 
pitals throughout the state. 

Other places have similar arrangements for the care of charity cases 
by private or non-tax-supported institutions. The Canadian system of 
distributing free cases among private or community hospitals subsidized 
jointly by city and province has worked out to the utmost satisfaction. 
The distribution of the work in this manner helps the local hospitals in 
carrying their overhead, assures an efficient service, and saves the tax- 
payer money. 

9. Distribution of Services in Plan of Group Hospitalization 

While it is true that some good may be achieved from the present 
economic upheaval, the financial crisis may stimulate certain irregularities 
which it is our duty to forestall. Much is being done today to promote 
what is known as group purchase of hospital services. This is being 
attempted by certain clinics, hospitals, and hospital associations. It is 
advisable that a plan of this kind should not restrict the patient to one 
hespital only. Nor must his choice of doctors in the community be limited 
to one or a few members of the medical profession. in a plan of group 
hospitalization on a monthly fee basis or under any other system, the 
patient not only should have free choice of an approved hospital and a 
licensed physician, but he must not in any way be subject to too many 
restrictions in the plan of treatment. Any plan which limits the patient to 
one particular hospital for treatment or one particular group of doctors 
leads to uneven distribution of services and naturally works financial hard- 
ship on other hospitals and members of the medical profession. 

It is advisable in any new plan of hospitalization on a group purchasing 
basis that it be as far as possible divorced from the doctor’s fee and be 
endorsed by the local medical society and the hospitals generally. And it 
should be remembered that the best interests of the patient must always 
be uppermost in putting forth any plan for the financing of hospitals. 


10. Governmental Aid to Local Hospitals 

Perhaps the most advisable and effective measure of immediate financial 
relief for all hospitals at the present time would be found in a plan of city, 
county, or state subsidy to private or community hospitals for all free or 
charity work. From economic surveys conducted recently in the five 
states—Pennsylvania, Texas, Illinois, Indiana, and Wisconsin—it was 
found that almost all of the non-tax-supported hospitals were carrying on 
a varying but vast amount of charity work which generally averaged from 
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30 to 40 per cent. In the city of Chicago, after eliminating tax-supported 
institutions, the charity or free work in private or community hospitals 
ranged from 2 to 65 per cent, or, on an average, from 30 to 40 per cent, 
as already mentioned. 

It would be natural and feasible that the responsibility for paying for 
this free or charity work should be placed on one or another of the tax- 
paying groups—municipality, county, or state. This is particularly justifi- 
able at the present time because many tax-supported institutions are not 
able to care for all the free or charity patients and the burden must, of 
necessity, be thrown on other hospitals in the community. It is felt in 
many communities that a determined effort should be made to effect such 
an arrangement. 

There has always been an unwritten code, a sort of tradition, that no 
patient requiring hospital care shall be denied admission in any institu- 
tion. In order to fulfil this obligation there must be some means of pro- 
viding each hospital with financial assistance for the cost of service to a 
large number of patients who cannot pay their way. It would seem to me 
that it is the direct responsibility of the municipality, county, or state con- 
cerned to provide such a fund. 


11. Special Taxes to Finance Hospitals 

Special taxes diverted to hospitals to finance the care of charity or neces- 
sitous cases would be of immense assistance to the large number of insti- 
tutions caring for such patients. As an illustration, in Quebec the charging 
of a 5 per cent tax on all meals eaten in public places has proved to be a 
blessing to the hospitals inasmuch as this money is given them for free and 
part-pay work. 

Likewise in British Columbia, a unit represented in this Association, a 
share of the profits derived from the sale of liquor under governmental 
control is distributed to various hospitals doing free or charity work. 
Hypothetically speaking, if the Eighteenth Amendment should be rescinded 
in the United States and liquor control vested in the different states as it 
is done in Canada, it might be feasible for the hospitals to share in the 
profits derived therefrom. 

There is no reason why hospitals should not participate in special taxes 
such as the amusement tax, gasoline tax, meal tax, or other forms of spe- 
cial levies which might be devised. I am sure that local communities would 
not be averse to contributing in this manner especially if they knew that 
the revenue was being spent for the relief of pain and suffering. 


12. Extraordinary Sources of Revenue for Hospitals 
Extraordinary means are being put into effect in some localities for the 
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financing of hospitals. We know that the Irish sweepstakes have cleared 
the hospitals of Ireland of indebtedness and have placed them on a sound 
financial basis. While we cannot employ such means as those in this coun- 
try because they are illegal, | personally see no objection to such a plan. 

Many hospitals have or are developing various plans to derive extra- 
vrdinary sources of revenue. The drug store, the dining room for visitors 
and friends of patients, florist shops, barber shops, beauty parlors, and 
innumerable other types of revenue-producing devices, all having the effect 
of accumulating revenue, are to be found in operation in many hospitals 
at the present time. 

Possibly one of the most elaborate plans for securing extraordinary 
revenue is that promoted by the Baptist Hospital, Memphis, Tennessee. 
Here a large building has been erected providing doctors’ offices, hotel ac- 
commodations for visiting doctors, relatives, and friends of patients, 
restaurant facilities, a drug store, surgical instruments and supplies, and 
other commodities which might be required by the different groups asso- 
ciated with the institution and the public, which visit the hospital so fre- 
quently. In other words this building stands beside the hospital as a 
revenue-producing institution for the support of free and part-pay work. 
This extraordinary plan has proved to be a substantial help to the hospital 
in meeting the obligations which cannot be taken care of through ordinary 
revenue. 

It is entirely possible that hospitals in the future may become important 
medical centers for their communities by extending the use of their build- 
ings. It is not a far-fetched dream to see the hospital of the future pro- 
viding office space for physicians and dentists, headquarters for visiting 
nurses, for official and non-official health agencies, for a pharmacy, a 
surgical supply store, a restaurant, and hotel accommodations. 

CONCLUSION 

Finally, to those of us who look at the present economic situation 
honestly and squarely, there is the realization that many of our hospitals 
today are facing a serious financial problem. With endowments depre- 
ciated, donations and benefactions more or less paralyzed, and earnings 
greatly diminished, hospitals must find some means of meeting the crucial 
situation. It is toward this purpose that the foregoing suggestions are 
submitted, with the realization that the ideas presented in this paper are 
by no means adequate and all-inclusive. There are many more, but these 
are sufficient for immediate thought. And from a meeting of minds re- 
sulting from conferences such as the present one will come more concrete 
recommendations to guide us all in the serious economic problem which all 
hospitals must face intelligently and unflinchingly in the immediate future. 
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Care of the Veteran’ 


By Harry E. Mock, M.D. 


President, American Conference on Hospital Service, Chicago 


HERE IS NO PROBLEM before the American people today of more 

vital interest to our fifteen constituent member organizations, repre- 

senting, as they do, every service in the hospital field, than this sub- 
ject—the care of the veteran. 

The Veterans Bureau of the United States government and the Ameri- 
can Legion have been invited to meet with us in this symposium, and 
their officially appointed representatives are here to discuss the problem 
from their viewpoints. The first is directly charged by the government 
with the duty of caring for the sick or disabled veteran, while the latter 
organization represents the great lay body chiefly interested in the welfare 
of the veteran. 

We have selected a representative from the medical profession, from 
the American Hospital Association, from the Veterans Bureau, and from 
the American Legion to speak at this symposium, feeling that the pres- 
entation of their views concerning some of the controversial points will 
do much toward clarifying the atmosphere. If time had permitted we 
would have included representatives from several other organizations on 
the program, especially nursing, tuberculosis, and neuropsychiatry. 

The government has spent several hundred million dollars since Octo- 
ber, 1917, for the rehabilitation of the disabled soldier. This includes 
hospital, medical, surgical, and nursing care, and vocational reéducation. 
The service at first was under the medical department of the army, later 
under the United States Public Health Service and the Bureau of Voca- 
tional Education, and hospitalization during this period was in contract 
hospitals. Later it was placed under the Veterans Bureau, and government 
hospitals were built for the veterans. 

Until July, 1930, disabled veterans included only those whose disabilities 
were the result of service conditions. Since then Congress has extended 
the act to include all disabled veterans whose illness or injuries were 
service-connected or non-service-connected. 

Dr. Dublin of the medical advisory board of the Veterans Bureau has 
made the statement that if certain contemplated legislation was enacted 
for the care of non-service conditions, it would require approximately 
129,000 government hospital beds and so many billions of dollars that the 
sum cannot be estimated. 


1Address of the president, before the American Conference on Hospital Service, Chicago, Feb- 
ruary 16. 
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The legislation providing for the care of non-service-connected condi- 
tions has already been passed. The Veterans Bureau if it is to carry out 
the intentions of the act is forced to ask for these additional hospital beds. 
The program is already under way and hundreds of millions of dollars 
have already been spent or must be spent in the immediate future for 
these new hospitals, equipment, staffing, etc. 

Anyone, especially hospital men and physicians, who are far more famil- 
iar with the problem of the care of the sick than any congressman, can 
readily visualize the magnitude of the job of hospitalizing and furnishing 
adequate medical and surgical service to four million men during the next 
twenty or thirty years for every illness, every injury, and every neurosis 
which they may develop. The automobile injuries alone which a large 
percentage of these men will receive will cost the government a billion of 
dollars. Every thoughtful physician, interested the same as every other 
thinking civilian in excessive government expenditures, must agree with 
Dr. Dublin that it will cost the government so many billions of dollars that 
it cannot be estimated, 


eo THEREFORE, underlying the whole discussion of this program is the 
question: Should Congress rescind its action concerning the care of 
veterans with non-service-connected disabilities ? 

It has openly been suggested that the interest of medical men and of 
civilian hospitals in this question of care of the veteran is purely a selfish 
one. This may be true of a very small percentage of physicians who fear 
the encroachment upon their pocket-books. However, they are no more 
to be considered as representative of the medical profession than are the 
small percentage of legionnaires who are seeking power and _personai 
aggrandizement representative of the views and motives of the great 
American Legion. 

The vast majority of the medical profession are interested in this proh- 
lem from the same altruistic viewpoint that activates every other citizen 
interested in the welfare of the veteran. In addition we must remember 
that over thirty-five thousand of the physicians of our country are vet- 
erans. They are interested in the veteran because he is a buddy of theirs. 
They know the psychology of the sick and injured. They know how easy 
it is to undermine the morale of the compensation case and the charity 
case, how readily these cases develop neuroses, and how difficult it is to 
get many of them back to work again. As physicians we witness all too 
frequently the degrading effects of getting something for nothing—the 
ease with which a man slips from the role of a useful citizen into the 
role of a dependent or pensioner. 
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The medical profession does not need to worry over the loss of, say, 
two million potential patients. At least 25 per cent of the veterans will 
continue to seek their medical service as independent civilians. Another 
25 per cent will most probably be compensation cases, and few compensa- 
tion cases will turn down the free care in a civilian hospital for free care 
in a veterans hospital. 

If a whit of selfishness can be attached to the attitude of the medical 
profession toward this question it lies in this fact : 

Medicine in this country is an institution on a par with education and 
many a clergyman places it next to our religious institutions. Thoughtful 
physicians can see in this kind of legislation an entering wedge capable 
of undermining American medicine. Government paternalism is becoming 
more and more obnoxious to the average citizen. The long arm of paternal- 
ism is reaching out slowly but steadily into the field of medicine. As a 
profession we raise our voices against the un-American principle of gov- 
ernment medicine with its throttling influences upon scientific medicine. 

Finally, bound up in this whole question of the care of the veteran 1s 
the question of his rehabilitation. 

Rehabilitation means the functional restoration of the disabled man or 
woman as far as is humanly possible, his refitting for employment, and 
his earliest possible return to civil life as an independent, economic unit of 
society. 

The question of billions of dollars to be expended, the question of the 
economic effect upon hospitals and the medical profession, even the ques- 
tion of undermining American medicine, fade into insignificance when 
compared with this vital question, “Are we rehabilitating the disabled 
veteran ?” 

We cannot rehabilitate him by having Congress pass paternalistic laws. 

We cannot rehabilitate him by making it easy for him to enter old 
soldiers’ homes. Someone has said that within ten years the veterans’ 
hospitals will be largely domiciliary places. 

We cannot rehabilitate him by the giving of large pensions. 

His rehabilitation will never be accomplished by getting something for 
nothing nor by the spirit of getting all he can out of the government. A 
politician, currying favor, who takes advantage of this spirit is the veteran's 
worst enemy. 

The veteran will never be rehabilitated if he is made to feel that he is 
of a different mold from the average citizen and requires more special 
hospitalization and medical and surgical care for the average run of his 
illnesses and injuries than that afforded to his wife and children when they 
are afflicted. 
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President Wilson in his “Draft of Honor” published in Carry On in 
January, 1919, of which he stated every citizen was an endorser, pledged 
us “to heal the hurts of our soldiers and return them to civil life and 
opportunity . . . It is not a charity. It is merely the payment of a 
draft of honor which the United States of America accepted when it 
selected these men, and took them in their health and strength to fight the 
battles of the nation.” 

The citizenry has defaulted on this debt. We pass, without blush or 
shame, the soldier begging on the street or forced to sell apples on the 
corner because he can’t get a job. We have handed over our obligation 
to the government and then cry out because it must become paternalistic in 
order to handle the job. 

The folks back home, the neighbors, know the veterans’ troubles, his 
needs, his opportunities. His doctor, his preacher, his banker, his em- 
ployer, his friends, are in far better position to assure his rehabilitation 
than is any government agency. 

Therefore, throughout this discussion let us keep in the foreground the 
rehabilitation of the veieran to good citizenship rather than the return of 
the veteran to soldicring in the hospital. 


es ))  eeeeeetenene 


National Hospital Day Award 


Mr. C. J. Cummings, chairman of the National Hospital Day Committee 
and superintendent of the Tacoma General Hospital, Tacoma, Washington, 
advises that only eleven of the state chairmen of the Hospital Day Com- 
mittee appointed by him have forwarded to him their reports. He requests 
that all state chairmen who have not made their reports do so at an early 
date and send in their photographs, newspaper articles, and other material 
used by the different hospitals in the observance of the day, in order that 
they may be properly assembled for the consideration of the committee 
which is to be appointed to make the award. All of this material will Le 
displayed in the National Hospital Day booth at the Detroit convention. 

The committee did exceptionally valuable work this year, as a result 
of which a larger number of hospitals observed the day with appropriate 
programs. The committee estimates that more than two million people 
visited the hospitals of the United States and Canada on May 12. 
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to the Physician’ 


By BENJAMIN W. Bvack, M.D., F.A.C.P. 
Medical Director, Alameda County Hospital, Oakland, California 


HE MODERN HOSPITAL is the handmaiden of scientific medicine. It 
is the laboratory in which medical science is advanced and medical 
art perfected. In no other place have the facilities been so well 
assembled by which practitioners of modern medicine are able to give the 
patient as efficient and satisfactory care. The public has learned to regard 
hospitals as places of hope and amelioration and to have confidence in them. 

The number of hospital beds has increased several times in the past 
generation in this country. The public attitude toward the care of illness 
in hospitals has changed during this period so that it is now unusual for 
patients to be cared for in any other place, even in cases of minor com- 
plaints. There are more than seven thousand hospitals in the United States 
and in them are employed 650,000 persons who care for twelve million 
patients each year. With its vast investment in buildings, furnishings, 
and expensive equipment, hospitals have now taken their place in big 
business. They were first established for the care of the poor; later they 
were organized for the care of the rich. 

The mutual interest between the hospital and the physician demands 
from each a more thorough appreciation of the function of the physician 
and his work in the hospital, and of the hospital in its effort to serve the 
physician, and through him the patient. Unfortunately, too little attention 
is given to the numerous intricate problems that enter into the day’s effort 
and too frequently the point of view of the physician and his attitude are 
not understood by the hospital and the lack of sympathy accorded to the 
hospital does not always result in the best service to the patient with the 
least per capita cost. Hospitals have always performed a public service, 
and, contrary to the opinion of many, the income from patients pays but 
little more than half of the necessary income. Recently in Philadelphia, 
it was found that 59 per cent of the total hospital income came from 
patients, 17 per cent from endowments, 4 per cent from cash contributions, 
and 17 per cent from other sources. This is quite typical of hospitals in 
most cities and it is rare when hospitals do not provide free beds for 
patients unable to pay on the theory that the public supports hospitals. 
Because of such public support there is the feeling that hospitals are public 
utilities, which is accentuated because of the manner of their establishment. 


1Read before the American College of Physicians, San Francisco, April 4. 
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In the main, the management of hospitals is in reasonably efficient hands 
and business-like administration characterizes their management in 
America. Standardized methods found in factories or automobile plants 
cannot well be expected. The care of a patient in a hospital still remains 
a special feature, with its individual problems always predominating. 
Certain administrative principles apply to hospitals as to other business 
organizations, but because of the special service rendered in each case, no 
marked degree of standardization may be expected and successful methods 
used in hotel operation cannot well apply to hospital administration. 


The present financial situation is one of the most distressing problems 
for the future of hospitals. It is my purpose to discuss with you certain 
items which enter into the daily work in hospitals for the purpose of pre- 
senting to your attention and intelligent understanding some of the state- 
ments made in criticism of hospital costs and certain methods which may 
be inaugurated with the hope of reducing such costs and at the same time 
maintaining a standard of service similar to that demanded by an intelligent 
public and required by the physician in charge of the patient. There is 
an average reduction in hospital occupancy to about 58 per cent of capacity 
with an average of 42 per cent of the beds remaining unoccupied. This 
cannot mean that we have too many hospital beds, nor that too liberal 
provisions have been made for the adequate care of the sick. Sooner or 
later, when different conditions prevail, these empty beds will be needed; 
additional contributions will make provision for a greater service to be 
rendered. During these periods of stress, increasing numbers of patients 
admitted to the hospital, who during normal times were well able to pay, 
have found themselves without funds, thus working a financial hardship 
on the hospital in meeting the cost of an essential service which cannot be 
eliminated. Patients, too, who were able to pay liberally for such service 
under different conditions now turn a most critical eye to any per capita 
cost which increases their hospital bill. 

Industry rearranges its budget when production is curtailed and unem- 
ployment results. Curtailment in business followed by unemployment 
over any prolonged period of time means an increasingly greater amount 
of illness and increased demands upon hospital facilities are to be ex- 
pected. Hospitals assume an additional burden in order that the budgets 
in business shall balance, and even in spite of the fact that there is no 
known business reason why hospitals should assume an additional burden, 
it is safely predicted that they will not shirk their responsibilities toward 
this humane work even at the expense of great deficits. The public con- 


tributes funds for unemployment relief and provides for the victims of 


[ 73 ] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


famine disaster and expects hospitals to carry increasing burdens at such 
times as these. Patients cannot be turned away because of lack of funds 
and the humanitarian traditions, together with the support always given 
the hospital, require the continuance of such service. 

Hospitals are taxed in the state and communities in which they are 
located, as a general thing throughout this country. They have begged 
to be relieved from such burdens where relief might be expected. They 
own real estate and at times receive some revenue from it; they receive 
endowments, the income of which is used in the main for the relief of the 
poor; yet there is little response found when efforts are made to secure 
a revision of law to permit hospitals doing charitable work to become 
tax-free. Organized hospitals throughout the country have presented their 
plea to legislative bodies without obtaining any marked material relief. 
A much greater service could be extended to the public should this burden 
no longer be imposed upon them. An enlightened public conversant with 
these facts may be expected to be friendly to a tax free proposal if sup- 
ported by those friendly to such a movement. Physicians may be expected 
to find a new mutual interest because of their increasingly large charitable 
services, knowing the difficulties confronting the hospitals and the require- 
ments demanded for the same standards of hospital care. 


oo PRIVATE PRACTICE now requires an investment on the part of the 

physician to provide a technique in handling the case never before 
available. This demands for his personal equipment an investment capable 
of reduction should he make greater use of hospital equipment, thereby 
supplementing his service to patients. The proposal that the hospital shall 
supply to the practitioner many of the services that he would otherwise 
have to supply from private investment is meeting with public approval 
and promises in its development mutual advantages to the hospital and the 
physician, with benefit to the patient. All the facilities in the hospital are 
used for the sick person demanding bed care, but for the office patient 
the physician relies on his office personnel and equipment, or sends such 
patients to other practitioners or to commercial laboratories. Should the 
hospital become the medical service center in the community, he has avail- 
able the professional personnel and the scientific apparatus and also has 
contact with other physicians whose judgment or service he may need. 
The hospital gains through greater use of its facilities and the patient, 
it is felt by Dr. Rorem, who advocates such a plan, would save time and 
expense, especially when several consultations and procedures are neces- 
sary. Were hospital equipment utilized to a greater extent by the private 
practitioner, an opportunity for some reduction in cost seems evident, and 
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as a rule the hospital facilities are usually never fully utilized for. in-patient 
care, or they may readily be expanded to absorb a much greater load. In 
some sections physicians are occupying offices in the hospital or in adjoining 
buildings with but limited office equipment required, since they utilize the 
facilities available in the hospital at a great advantage to themselves and 
to the patients they serve. 

Increase in service means an increase in cost, but on the other hand it 
means a shortened period of hospitalization, better results, and more lives 
saved. During the past twenty-five years, the average stay of a patient in 
the hospital has been reduced nearly three times, while the number of 
deaths reported are fewer in the same proportion. Whatever can be done 
to decrease the cost of hospital care has been done and is being done in 
numerous ways, but it is unlikely that it is within the power of the hospital 
itself to reduce this cost to a degree beyond that which may be expected 
through intelligent understanding and full codperation of all of those who 
enter into the hospital and its activities. 

Any hospital administrator may call attention to numerous factors that 
increase the cost for caring for patients. I would call your attention to 
certain suggestions that have come to include: (a) simpler hospital plans 
with less expensive construction; (b) the nursing service with proposals 
for certain changes which are of professional interest; (c) the demand 
made for expensive equipment and elaborate proposals for research work; 
and (d) certain opportunities for savings of a minor nature having to do 
with the professional care of patients. 

Expensive institutions require vast sums to operate. Rooms provided 
for private care are increasingly more elaborate and the equipment neces- 
sary for efficient service is far beyond that ever before supplied. Well 
equipped laboratories in charge of highly skilled and expensive personnel 
must be prepared to do basal metabolic readings, blood chemistry examina- 
tions, and bacteriological, serological, physiological, and biological tests as 
well as numerous others. Patients expect to have a certain amount of 
necessary service and are willing, when able, to pay for it, but the per 
capita cost is increased unless due regard is given to the necessity of each 
service. 

It has been proposed that the cost of the needed hospital be reduced by 
constructing more cheaply with a simpler form of hospital plan. The 
tendency now is to plan hospitals to include security for patients with 
studied utility so as to permit reasonably economic administration. Were 
construction costs reduced, some of these admirable features would be 
lost, and the amount saved but trifling. Could a savings of as much as 
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$1,500 per bed be realized, that would represent a savings in interest and 
depreciation of only $180 per year, and would reflect itself in a saving to 
the patients during a twelve-day stay of but about $6.00. This, for reduc- 
tion of cost to the patient, offers little by way of solution. 


ovo THE NURSING SERVICE approximates 20 per cent of the total per 
capita cost and it has been charged that such service to private 
patients is too expensive. Many feel that the hospital should supply the 
necessary nursing care, but most hospitals cannot supply the care demanded 
and live within their income under the present system. Nursing service 
can no longer depend entirely upon student nurses as was once the case. 
Schools for nursing are in hospitals because there are patients to be cared 
for and they can secure this care cheaper by having training schools than 
they can without them. If the maintenance of a training school cost the 
hospital more than the service of the pupil was worth, the school would 
no longer be a hospital problem, not because of lack of interest in educa- 
tion, but due to lack of money. Actual training of a student nurse, rather 
than exploitation, has been generally accepted as a requirement in the best 
hospital schools. On the other hand, nurses far in excess of the demand 
are being graduated each year, many with an education entirely inadequate 
in competition with those better trained. Hospitals continue to run train- 
ing schools as a source of profit; unless this is true, the private hospital 
cannot afford to operate training schools. Nursing educators are seriously 
applying such methods as may be at their command to eliminate schools 
with inferior educational standards and to encourage only those schools 
where training of a high standard is available to the young woman who 
matriculates. The same methods are being applied for improving standards 
of nursing education as were applied years ago by the medical profession 
in their effort to improve educational standards in medical schools. 
Nursing schools of a high standard must receive sufficient financial 
support to maintain full-time instructors and allow students sufficient 
periods for class work and hours for study. Maids are provided in many 
hospitals to perform numerous household duties in the past performed by 
students. This also requires the employment of more graduate nurses, 
which has increased the cost enormously and one may confidently expect 
that the cost of hospital nursing service will increase rather than decrease. 
An active interest on the part of nursing educators seems to point to a 
new plan of nursing education: the laboratory work and the teaching of 
basic sciences to be carried on as a part of the public school system in junior 
colleges or universities, requiring of the hospital only the bedside teaching. 
This would permit student nurses to provide a service comparable to that 
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supplied by graduates and at the same time would place the responsibility 
of the basic scientific education on the school system, thus lifting this 
financial burden from hospitals maintaining good schools. 

The charge for graduate nursing service is not excessive. The accept- 
able graduate must be well prepared, she must have devoted years to 
preparation, after a reasonable basic education. She works under very 
trying conditions and on the average she is employed but about twenty-two 
days per month, and during the entire time she must maintain a home, 
as do other employed persons. Her income is about $1,500 or less annually, 
hardly comparable, under normal conditions, with salaries of many who 
have had much less preparation. Her services are indispensable, her active 
years are short, and were it not for the satisfaction that comes from giving 
an altruistic service, she would not seek to remain in this field. 

Special nurses are often employed unnecessarily and their services con- 
stitute a severe financial drain and increase the per capita cost in a manner 
that might be avoided if they were employed only because of, the profes- 
sional requirement of the patient. The National Committee on Nursing 
Education, in a survey made on the need of supplying special nurses, 
studied 1,892 cases who had employed special nurses. This report states 
that the doctor in charge of the case urged a special nurse in but 40 per 
cent of these cases; in 33 per cent a special was ordered because the family 
desired a better service than that supplied by the hospital; in 22 per cent 
the patient demanded the special nurse because she felt that the nursing 
service was inadequate; the hospital suggested a special in but 3 per cent 
of the cases and in 2 per cent a special was provided for no reason except 
that friends of the patient who had enjoyed hospital care had been so 
provided for. 

A perfectly legitimate subject for discussion is just what constitutes 
adequate nursing care. The hospital must provide a service to cover rea- 
sonable demands, but that service which requires an additional burden for 
the hospital to carry, without materially meeting the real professional needs 
of the case, should not add to the burden of per capita cost. The patient's 
feelings must enter into any consideration of the subject. An agreement 
between the physician, the hospital, and the patient or her family will at 
frequent intervals partially or entirely eliminate the demand for a special 
nurse, when she is employed only to satisfy the unreasonable whims of 
someone. The charges for her services, when demanded for no. good 
professional reason, mount with increasing criticism as a charge against 
the hospital when the institution is an innocent victim of a situation which 
develops without profit to it and with no need so far as the patient’s welfare 
is concerned. A special nursing service should be demanded, but patients 
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require protection in this hour of need against the necessity for paying 
for a special nurse when the case does not require such care. 


oo THE ADVANCEMENT of medical science through research is generally 

accepted as a proper function of a modern hospital. The goal of 
such activity requires that we increase our effective knowledge in the 
interest of the patient and his prompt recovery. Due to advancements 
made through clinical research, miracles in the treatment of disease come 
within the daily experience of all of us. When properly conducted and 
supervised, it permits an understanding of the underlying mechanism sur- 
rounding disease and furnishes a better background for a more thorough 
understanding while diagnosis and treatment are in progress. Clinical 
research stimulates better work on the part of the staff, since it engenders 
an inquiring frame of mind. Generally it is recognized that effective re- 
search can only be carried out in the hospital. 

The proper use of material already provided will supply a satisfactory 
basis for clinical studies not now used to full advantage. As most of the 
elements required in any research problem are usually supplied by the 
hospital itself, it would follow that a greater use might be made of the 
facilities found available in any well organized institution. Well kept 
records include a thorough history, physical examination, and the usual 
laboratory studies on all patients admitted. Such records, while of value 
during the time the patient is under immediate care, become of increasingly 
greater value when they are effectively used as a basis for study and to 
draw conclusions from any series of cases treated. Records should be 
made easily accessible to any member of the staff who desires to make a 
study of a series of cases and the record room may prove to be a center 
around which are grouped the incentives for the conducting of numerous 
further studies. A variety of clinical problems yet to be solved offer an 
approach with no expense involved when effective use is made of the 
material already at hand. Such a program would have the aggressive 
support of any hospital administration because of the actual accomplish- 
ment in better diagnosis and treatment and the stimulation toward the 
completion of better and more comprehensive records. Any program 
mutually arranged would provide for the beginnings of clinical study; 
complete records easily accessible have effective use. 

Scientific enthusiasm is always a laudable quality in any member of the 
staff but it is not conducive to economy. “The interesting case,” according 
to Dr. Follansbee, “is an invitation to use all known tests applicable to it 
as a check against the reported findings of others. Their repetition during 
the hospital stay and their agreement with expected results are sources of 
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intense satisfaction and shall find their greatest justification in raising the 
goal of all those connected with them. Perhaps the expense is thus justi- 
fied but it could hardly be justified on other grounds.” A comparison of 
numerous “interesting cases’ where expensive laboratory investigations 
and other procedures have been carried out might point the way for stand- 
ardized procedures, modified only as the problem changes, and provide an 
end result which justifies such an expensive program. 

Without any desire to give offense, I wish to refer to certain extrava- 
gances of visiting physicians which add to the per capita cost and which 
might result in a savings covering numerous minor items but which ac- 
cumulate over a period of years and tend to increase the cost of care to 
the patient or to the hospital. There are savings that may be made in the 
professional care without harm to the patient. They may not be large nor 
impressive, but to the patients who have difficulty in making payment for 
the expensive necessary service, they will be appreciated and where pay- 
ment is not made by the patient, the cost to the hospital is material. 
According to Dr. Follansbee, “There are times when all the diagnostic 
facilities of the hospital and the acumen of the staff are insufficient to 
make a diagnosis but there are other times when the diagnosis is so 
evident that expensive diagnostic procedures can merely be confirmative 
of what is already known. It is, therefore, an extravagant and unneces- 
sary cost. A patient suffering from typical gall-stone colic with a history 
of repeated attacks, but otherwise normal on physical examination, needs 
no intravenous dye x-ray examination to make proper diagnosis.” Interns 
require that hospital facilities shall be available in order that they may be 
taught all that a hospital can teach. It is questionable whether they would 
not learn more and be more self-reliant if the scientific laboratory were 
displaced, in cases such as the one mentioned, by the more consuming 
teaching of the art of history taking and physical examining and the 
conclusions to be reached thereby. 

With the lure of modern advertising in the field of new preparations, 
physicians are confronted with a multitude of patented, copyrighted, and 
proprietary remedies. The art of prescribing has almost gone out of 
fashion with the advent of detail men and their willingness to serve in 
providing stock preparations sold under attractive titles. Such remedies 
when they appear on the market are several times more expensive and no 
more effective than remedies available in the United States Pharmacopeia. 
Recently a study was made in a very well organized hospital to determine 
the comparative cost of drugs and standard preparations listed, and 


similar proprietary preparations used because of the demand made by the 
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staff and others concerned. It was found that a cost approximately four 
times greater, on the average, was carried by the hospital for proprietary 
remedies supplied as against the standard preparations that might replace 
them. In another hospital with a three thousand dollar stock of standard 
preparations with no proprietaries listed, the cost of drugs per patient 
for his acute care totals 67 cents. Twenty-two cents of this was paid 
for biologics and but 45 cents covered the necessary required medications. 
Attention to the remedies prescribed, the standards used, and the copy- 
righted names found on the shelves in any hospital pharmacy will be of 
sufficient interest to the hospital and the physician to justify a further 
study. 

Routine prescribing of costly hypnotics and sedatives night after night 
simply to satisfy a patient’s whim is expensive and vicious. Barbital and 
similar hypnotics are not habit-forming drugs, but there is such a thing 
as a habit of not sleeping without the drug which develops in certain classes 
of patients. Morphine sulphate is given much too frequently in many 
hospitals, particularly those of the public type. It is quite possible without 
any injury to the patient to reduce the use of the morphine and its deriva- 
tives very materially with beneficial results to the patient and a decrease 
in unnecessary expenditures. In one hospital with a very large emergency 
and surgical service handling the most acute type of patients the total 
morphine use averages but 614 grains per day. There is a deplorable 
waste of dressings, particularly in the accident service of any hospital. 
The house staff may be taught economy in the use of gauze, bandages, 
dressings, and adhesive and in the use of drugs for routine prescribing. 
One-half the amount of bandage ordinarily used, if properly applied, will 
hold the dressing in place better than twice the amount improperly applied. 
The hospital should supply abdominal pads of not more than sufficient 
size and the dressings adopted should be those for use in the type of cases 
at hand. These are matters of economical practice that demand our mutual 
interest. 

Team work between the hospital administration and the staff is de- 
pendent upon the personality of one leader—enthusiasm, patience, fairness, 
generosity, and tact can develop team work and do wonders in any insti- 
tution. Such a leader in a hospital is usually the superintendent and he 
may be either a layman or a professional man. If he presents the right 
qualifications he will attract the various divisions engaged in hospital work 
and establish a well functioning machine. The small extravagances men- 
tioned, as well as many others, which enter into increased per capita cost 
can be decreased and oftentimes entirely eliminated if the superintendent 
will apply his qualities of leadership and the visiting staff will pride itself 
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on its ability to effectively treat the patient, demanding only the necessary 
service and requiring for the patient no extravagances which may be elimi- 
nated. 


oo THERE ARE many other problems which demand our attention but 

may only be mentioned as a basis for mutual interest between the 
physician and the hospital. Hospitals are unjustly criticized because of 
the increasing costs and many times with no responsibility whatsoever. 
The entire question of the cost of medical care including professional 
services rendered by the physician, the care of the patient in the hospital, 
and the ability of people of moderate means to pay for such services con- 
tinues to challenge the best efforts of trained investigators in this field. 
As physicians interested in hospitals, we are confronted with the demand 
to supply to every person the necessary medical care at a cost within the 
ordinary citizen’s power to pay. Judge Rosen of New Orleans has said 
that “This great and rich nation is not likely to rest content until its 
citizens the country over receive the best possible care. To meet the 
tremendous problems of distributing medical service to a hundred million 
people, it is clearly evident that charitable gifts will not suffice. Either 
the state will have to take the responsibility, or representatives of the 
general public must unite to find the best methods whereby people will 
get good medical care at a fair price.” 

Medical practice both in the hospital and at home is definitely passing 
through a crisis from which it may be assumed that marked changes will 
require a readaptation to the times. From an editorial appearing in the 
March issue of the Annals of Internal Medicine, | would conclude by 
quoting: “It is a time for those who, by reason of official position or by 
reason of unusual ability, are the leaders of our profession to put their 
minds together and help us to chart our course. It is not the time for 
reactionary impulsive action, impractical experiments, or challenging atti- 
tudes. We must be on guard against impractical panaceas which come 
either from within or from without the profession, and hope that no such 
panaceas will obtain legislative approval. 

“It is not unlikely that there is to be a distinct change in the character 
and type of medical practice in the next generation. A variety of social 
movements affecting medicine are under way, and their development is 
not to be stopped. State medicine is edging its way in and is not to be 
entirely kept out. That concessions must be made, compromises accepted, 
must be recognized by the rank and file of the profession. It will be the 
obligation of our leaders to guide, so far as they may, these movements, 
and to advise us when such concessions are necessary and compromises 
essential.” 
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The Need for and the Management of a 
Small Hospital’ 


By Evpripce E. Wotrr, M.D. 
President, Medical and Chirurgical Faculty of Maryland, Cambridge, Maryland 

O RAPIDLY have medicine and surgery advanced along scientific lines 
that the urgent need of a conveniently located, properly equipped 
small hospital is rapidly becoming apparent to all of us. Those of 
you who were so fortunate as to hear the address of Dr. Dean Lewis at 
the semi-annual meeting of the Faculty in Hagerstown a few years ago 
recall that he stated it was almost an impossibility for the graduate in 
medicine of today to practice his profession unless he had access to hospital 
facilities, hence the small hospital is an inducement for graduates in medi- 
cine and surgery to locate in the rural sections where the greatest depletion 
exists. Whether our teachers are laying too much stress upon the labora- 
tory findings and too little upon the physical signs and symptoms as elicited 
at the bedside, a thing which our predecessors so greatly dwelt upon, is a 
question worthy of our thought and consideration. Already it appears 
that the pendulum is beginning to swing back somewhat and the laboratory 
is rightly becoming an aid to the conclusions deduced by the history and 
the bedside investigation and examination. However, I want to emphasize 
the great value of having a good technician close at hand. The physician 
of today who is conscientious in his work must have the valuable aid of 
the laboratory for frequent blood and urinary examinations when dealing 
with appendicitis and various other diseases. These things make for 
accuracy in diagnosis and very materially aid when one is endeavoring to 
arrive at a conclusion relative to operative procedures, anemias, and many 

other conditions in which the blood cells play an important role. 

The advent of that comparatively recent branch of surgery known as 
industrial surgery furnishes another need, calling, as it does, for accuracy 
in diagnosis, prognosis, and treatment, and these cannot be obtained with- 
out the use of the x-ray and a technician who is fairly well trained in this 
phase of laboratory work. 

Again, the increasing number of automobile accidents, the toll of which 
per year nearly equals the loss sustained in the World War, demands that 
hospitals be located in the smaller cities or towns on our main highways. 
To be compelled to remove a very severely injured person to one of the 
large cities before aid could be rendered would materially increase the 
already huge death rate and many lives might be sacrificed which, if a 
hospital were convenient, could be saved. 


1Read before the Medical and Chirurgical Faculty of Maryland, Baltimore, April 26. 
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The public is becoming more enlightened concerning medical matters by 
reading health articles in various periodicals, in the daily press, and by 
listening to health talks over the radio; hence many more women are now 
seeking the advantages offered by the hospital in their maternity cases. 
They realize that here the mother and baby both receive the best of treat- 
ment by well trained physicians and nurses, that the mother herself is 
taught the proper methods of feeding and care for her baby and upon her 
return home is much better prepared to keep her baby well and in a condi- 
tion to resist disease. 

There was a time, and I am sorry to say in some sections the situation 
still exists, when the midwife, who very probably was some old colored 
woman with no conception even of cleanliness, would preside on the 
occasion of a birth in the family. This condition is somewhat improved 
due to the midwifery law sponsored by this Faculty and so efficiently ad- 
ministered by our state health department that very few of this class of 
midwives are seeking to obtain license. The strict regulations of the 
health department prevent any except those who can pass a suitable exam- 
ination from engaging in midwifery and the old ones are rapidly passing 
on to “the great beyond,” leaving their places vacant. 

From an economic standpoint a conveniently located hospital is to be 
desired, since those of the community who need nursing care and are not 
able to employ trained nurses are thus given the opportunity, at a reason- 
able rate, to secure proper supervision and care during protracted illnesses, 
such as prolonged fevers, pneumonias, and the like, and are more quickly 
returned to health and usefulness in the community. 

Lvery county has its share of worthy charity patients who must be cared 
for in illness. This can be accomplished at a county hospital with much 
less expense to the tax-payers than if their charity cases had to be removed 
to some distant point, thus making it more difficult for the family to visit 
and keep in touch with the ill member and increasing their expense due to 
travel. Moreover, the state will usually pay for these indigents and while 
in most cases the amount paid is considerably less than the actual cost per 
day, yet it is a source of revenue to the hospital and aids the finances of 
the institution. 

The community morale is benefited by the presence of a hospital, since it 
gives those in health an opportunity to aid, by their contributions, those of 
their fellow citizens who are less fortunate. It gives the various organiza- 
tions a charity for which they can all work with equal zeal, knowing that 
it is well worth their support. 

Many of you recall that in the president's address last year we were told 
that the function of the university did not cease with the graduation of its 
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medical men, but that it was the duty of the university to keep its graduates 
educated. The small hospital located in each county will afford a means 
to this end, by frequent visitation of the members of the faculty, establish- 
ment of clinics for the worthy poor, and the dissemination of health knowl- 
edge such as the public seeks, through the medium of the county medical 
societies and the state department of health, thus preventing the advent of 
state medicine, a thing which will inevitably come if we as physicians do 
not supply the people with competent medical service at a cost within 
their means. 

The management of a small or county hospital is either hard or com- 
paratively easy, depending upon the public cooperation. The question of 
finances is the greatest handicap to those forming or establishing a county 
hospital. To create sufficient interest in the community is no easy task 
and requires considerable grit and determination upon the part of those 
most interested. One would naturally suppose that the county commis- 
sioners would contribute largely to such an enterprise, but it is often much 
easier to convince them that some thousands of dollars should be appro- 
priated for the purchase of serum for hog cholera than that a hospital is 
a worthy charity and a special need in the community. They have the poor 
to help in their sickness and in no way can they do it better than by con- 
tributing liberally to a hospital fund. It is not altogether a matter of 
sentiment. It is sound business judgment, since it means a much more 
rapid return to health and consequent usefulness as a wage-earner and 
citizen of the county. Some counties have been so fortunate as to be 
presented with memorial hospitals, occasionally endowed. 


ow ONCE having secured your building and furnished it, the next most 

important thing is the selection of the board of directors. Some 
persons advocate a large board in order to place on it representatives of 
the various churches and organizations and yet have room for those who 
make large contributions. Others claim that a small board will function 
much better and accomplish better results. In the event a large board is 
determined upon, a small group to be known as the executive committee is 
selected, which performs most of the work of the board. This, then, really 
resolves itself into the same thing as a small board. The directors may 
be elected annually by those who have been regular contributors to the 
hospital funds each year and are practically stock-holders, or they may, 
by their charter, be named and constitute a self-perpetuating body, filling 
their own vacancies by a majority vote. This has its advantages as well 
as its disadvantages. If the selection of directors is wisely made at the 
time of incorporation, they are then responsible only to the community for 
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the success of the institution they represent and hence can manage its 
affairs without fear or favor, looking only to the greatest good for all 
concerned, while if they are elected annually, a fight for the office might 
develop with some personal end in view which would result in a feeling 
of dissatisfaction throughout the community upon the part of those de- 
feated and their friends and hence react against the best interests of the 
institution. The board of directors is then also free to place on the medical 
staff those it deems suitable and remove or fail to reélect those it deems 
undesirable. 

The board elects from its members a president, vice-president, secretary, 
and treasurer, and adopts suitable by-laws for its own government. The 
directors then have a task before them upon which rests the success or 
failure of the institution, namely, the selection of a suitable superintendent 
and a staff of physicians, together with the making of suitable by-laws 
and regulations for the guidance of these two very important parts of the 
hospital. Either the superintendent or the staff can easily be the means of 
making or breaking the institution in a very short period of time. 

The directors may select all the physicians of the town or small city! in 
which the institution is located or they may select only those most suitable 
or best equipped for institutional work. These, then, compose the active 
staff. They meet and select one of their number, usually the senior mem- 
ber, as chief-of-staff, or he may be designated as such by the directors, and 
is the representative of the staff at the board meetings. The appointments 
made by the board are usually for one or two years when they again have 
to be elected. The staff thus constituted has charge of the medical and 
surgical work of the hospital. It does all emergency work as it arises, but 
in our particular case, we require consultation with one other member of 
the staff or a consulting surgeon before a major operation is performed. 
This is done in order that unnecessary operations may be avoided and the 
best interests of the patient safeguarded. The staff holds regular monthly 
meetings, at which are discussed all the deaths occurring during the past 
month, those cases unimproved, or any case of special interest. Attend- 
ance at these staff meetings is obligatory and any member absenting him- 
self for more than two meetings in any six months’ period must send a 
written excuse to the chief-of-staff. If the staff does not consider the 
excuse satisfactory, it is ordered to be forwarded to the board of directors, 
which may excuse, reprimand, or suspend the offending member as it deems 
best after a hearing. These staff meetings usually last one to one and a half 
hours and we of Cambridge feel that the staff should give at least that 
much time a month to the institution and its welfare. 

The directors also select, upon recommendation of the staff, all the 
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physicians in good standing in the county or territory adjacent to the in- 
stitution, who are known as the associate staff. These men have the 
privilege of bringing their patients to the hospital and treating them if they 
take a private room. They are also permitted to do minor operations, but 
all major operations are performed by some member of the regular or 
visiting staff. The members of the associate staff may also bring their 
maternity cases to the hospital and deliver them, except in operative cases, 
when some member of the regular staff must be associated with them. 

In our hospital in Cambridge, the management of which I am describing 
to a large extent, we have what is known as a consulting or visiting staff, 
elected by the directors upon recommendation of the active staff. The 
visiting staff consists of men selected from the large medical centers, in 
our case from Baltimore, who are specialists in their particular lines, and 
represent the universities or state health department clinics, and who make 
visits at stated intervals, make special examinations of patients referred to 
them by the staff or associate staff, and perform such operations as are 
decided upon after consultation and special examination. 


Not many of the smaller hospitals have followed this plan of procedure, 
but we have found it satisfactory for two reasons: namely, since the 
visiting physician or surgeon is a specialist in his line of work, it affords 
the staff an excellent opportunity for post-graduate work extending 
throughout the whole year; and in the second place, it gives to our com- 
munity the very best service it is possible to render by specially trained 
physicians and surgeons. 

We all recognize the fact that there is a growing tendency to specialize 
in the various branches of medicine and surgery, and too frequently the 
public is called upon to patronize some unscrupulous person who has spent 
six or eight weeks in the night clubs of our large cities and returned to 
his home as a “specialist” in this or that branch of medicine or surgery. 
This is an imposition upon the public for which, so far, no remedy has 
been found. Let us hope that the future will ere long give us a solution 
of this intricate problem. The visitation of the specialists referred to 
above, at stated intervals, will greatly deter those who are not properly 
qualified from locating in or near these medical centers, the county hos- 
pitals. Of course, if a man thoroughly equipped locates, he will doubtless 
receive the support of his fellow practitioners and be shown every courtesy. 
It would be ideal if the staff were sufficiently large to permit the institu- 
tion to have two men equipped to specialize in each branch of medicine and 
surgery, thus permitting each an opportunity to do yearly post-graduate 
work in his special line and yet not hamper the work of the institution. 
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These ideal conditions are seldom found, though I know of some institutions 
where they are almost realized. 

In our institution it is the aim of the staff to make the hospital the 
medical center of the county. This is done by having all the clinics spon- 
sored by the state department of health, the tuberculosis association, and 
any special clinics held at the hospital and all reports of these examinations 
forwarded to the family physician. We also strive to have a visiting nurse 
follow up these cases and urge the persons examined to see their doctor 
concerning the examinations, and receive the recommendations made by 
the examiner, and in this way secure the greatest good from the examina- 
tion. 

The whole management of the financial machinery is left in the hand of 
the board of directors. While the staff admits the free patients to the 
wards, yet the directors go over all of those so entered in the institution 
and if any are found who are able to pay, they are informed by the super- 
intendent that the directors will require them to pay their expenses, as in 
their opinion they are not entitled to free treatment. This is done in order 
that the charity of the hospital might not be abused. Then also we have a 
regulation that no member of the staff may make a charge to a charity or 
free case. In the large hospitals, the social service worker performs these 
duties of investigation and simply makes her report to the superintendent, 
who is governed accordingly. 

The superintendent is directly responsible to the directors in all matters 
pertaining to the institution and has to give them an itemized statement 
each month of all accounts, salaries, provisions, supplies, etc. This report, 
after being submitted to the directors, is released for publication in the 
county papers. 


oo IN THE SMALL HOSPITAL the question of expense has always to be 

kept in mind. It is much easier to manage a large hospital when 
once thoroughly organized than it is a small hospital where, for economy, 
the superintendent must also be the superintendent of nurses. In the 
large hospital economy gives place to efficiency, with its superintendent, 
superintendent of nurses, various heads of departments, interns, supervis- 
ing nurses well trained for that particular work, operating room nurses and 
assistants, dietitian, trained orderlies and helpers, while in the small hos- 
pital, because of the limited means, the superintendent has to assume a 
dual capacity and act as superintendent of nurses. This makes it essential 
that the superintendent, who is usually selected in the small hospital by 
the directors and staff in joint session, should be a woman of marked 
executive ability, and a psychologist to the extent that she understand 
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human nature, since she has to deal with the patients, the physicians, the 
nurses, and the various other employees of the institution. The per- 
formance of this task is not easy and hence the success or failure of the 
hospital depends largely upon the superintendent. While she has an in- 
structress of nurses, yet she has a great deal of the planning to do so 
that she may have sufficient force on duty at all times to take care of 
the usual nursing service in the hospital, and yet allow her pupil nurses the 
time required by the state nursing board for class work and hours off duty. 
She is frequently confronted with complaints from the physicians, the 
patients, and others employed in the hospital which she has to adjust with 
considerable tact in order that these intricate problems may not disrupt 
the harmony or interfere with the best interests of the institution. In the 
solving of these, she has always to carry out the general policy of the 
directors. One readily sees that the position of superintendent in a small 
hospital is by no means a bed of roses nor is every nurse so constituted that 
she will make an ideal superintendent. Then again the salary paid by the 
small hospital is very often not commensurate with the amount of work 
and worry required. 

She usually has an assistant superintendent and a night superintendent, 
who assist in carrying out the work of the institution, aid in seeing that 
the orders of the physicians and surgeons are carried out promptly, and 
make notes of anything concerning the patients which should especially be 
called to the attention of the attending physician or surgeon on his visit to 
the hospital. The assistant also may act as operating room supervisor, 
showing the nurses how to prepare the room, tables, and instruments and 
seeing that the proper technique is carried out. 

In our hospital at Cambridge we have a graduate nurse who is given the 
title of historian, but who also acts as bookkeeper. It is her duty to 
secure the history of a patient on admission and to have it ready for 
recording the physical examination when the attending physician arrives. 
She also keeps all accounts, files all records properly after seeing that they 
are complete, presents all bills to patients weekly, and upon the advice of 
the directors attends to the collection of all delinquent accounts, makes the 
monthly record for the staff to go over at its meetings, and is generally 
useful in emergency. 

We also have an especially well trained technician who does the x-ray 
work and laboratory examinations and gives the anesthetics. In some 
institutions a nurse with special preparation for the giving of anesthetics 
is secured, but many of the small institutions are compelled to combine 


the anesthetist with the laboratory technician for economy’s sake. 
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A patient is admitted to the hospital by a staff member or some associate 
member of the staff. On admission a form is made out containing the 
name of the patient, the address, age, sex, color, free-pay or part-pay, room 
or ward, name and birth-place of father and mother, name and address of 
some relative, suspected diagnosis, and signature of the admitting physician. 

In case of an accident or an emergency brought directly to the hospital, 
it is admitted by the superintendent and the physician or surgeon requested 
by the patient, or those accompanying him, is called. If he is not then 
available, some other member of the staff is asked by the superintendent to 
come over and see the patient until such time as the physician requested 
can be located. Of course, in order to carry this idea out successfully it is 
necessary that there be harmony and good-fellowship existing among the 
staff members, a thing most desirable in any hospital, be it large or small. 

In the event that the patient admitted has no preference, the superin- 
tendent is instructed to call the chief-of-staff and if he is not available, the 
next member according to seniority is called, and so on down the list of 
staff members until one is found. Thus it is that at almost all times some 
one of the staff is available to look after the needs of any patient applying 
to the hospital for treatment. 

After admission the patient is entered upon the registry and a card index 
bearing the registry number is made out. The historian then gets the 
past history, to which, upon the arrival of the physician, is added the 
present history and physical findings. These records together with the 
laboratory examination of blood and urine and x-ray findings are kept 
with the progress records and the nurse’s daily records. In operative cases 
there is also an operative record sheet to be filled out by the operator, 
describing in detail exactly what was done at the operation. When the 
patient leaves the hospital all of these records are placed in a folder and 
filed in a metal cabinet under the number the patient has in the registry. 


oo THE NURSING PROBLEM of a small hospital is a subject for much 

thought. Of course the nurses are under the guidance of an instruc- 
tress of nurses, who superintends them in the classroom and demonstrates 
to them when on their hall duty. They receive lectures on their various 
subjects from the staff and from graduate nurses connected with the train- 
ing school. Because of the intimate contact in a small hospital, consider- 
able care must be used in the selection of those who are accepted as pupils 
since they are in reality one big family and the selection of one or two 
undesirables may make for discord and be a handicap to those who en- 
deavor to put their best efforts into their work. In some small training 
schools the nurses do not average over forty patients per day, while the 
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minimum requirement of the state board of nurses is an average of fifty 
patients per day. This means that the nurses before being permitted to 
graduate must spend some time, by means of affiliation, in a larger hospital. 
This, however, is not a disadvantage so long as affiliation is possible, since 
it tends to broaden her viewpoint of nursing and gives her an increased 
knowledge of her profession and tends to create a feeling of self-confidence 
which will make her more proficient in her chosen vocation. I do feel 
that there is more of the personal touch in a small institution, where every- 
one is directly or indirectly acquainted, than there is in some of the 
larger hospitals where a patient is nothing more or less than the patient in 
Room 26, or the gall-bladder case, etc. In the small hospital there is a 
closer supervision over the nurse’s work and more personal instruction by 
the instructress of nurses, since it is much easier to supervise six or eight 
nurses than it is fifteen or twenty. I realize that in the large hospitals 
there are more assistants given the instructress than in the small hospital, 
but in many the work is so divided up that the contacts with the patient 
are not just the same. In the small institution, the student nurse does her 
own charting, takes her patients’ temperature, pulse, and respiration, gives 
all medicines ordered, attends to any form of special diet, bathes and fixes 
her patients, and hence is in closer touch because she has fewer patients and 
consequently more time to devote to each.. The success or failure of a 
nurse depends to a very great extent upon the motive she has in entering 
this most noble profession. If she takes up nursing with the sincere desire 
to do some good in the world, to aid suffering humanity, to help those who 
are weak to grow strong, to comfort those burdened with affliction, then 
she will apply herself wholeheartedly to her work and make a successful 
nurse whether she be graduated by a large or a small hospital. 

In the past the small hospital has been using the training school for 
nurses as a means of practicing economy, though recent investigations 
have demonstrated that it does not always result in economy. Be this as 
it may, the fact remains that the small training schools have given to the 
public some splendid nurses, who have proved invaluable aids in the rural 
home. 

Whether or not these institutions will be able to continue is a question 
which is receiving considerable thought. There are being graduated each 
year in this country twenty-five thousand nurses, giving a surplus in this 
profession especially at this period when people are practicing economy. 
This practice once started is likely to persist for some time even when 
economic conditions have returned to normal. 

On the one hand, the doing away with the small hospital training schools 
opens up numerous positions for the graduates of the larger institutions and 
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cuts down materially the number of graduates each year, but still assures 
a goodly number of well trained nurses for the large centers. It is ques- 
tionable whether or not they will return to practice their profession in the 
rural districts. The tendency seems to be to remain in the city, much the 
same as has been the trend with our farmer boys. 

On the other hand, it will be wholly impossible for the small hospitals to 
employ sufficient graduate nurses to do all of their work. This means the 
development of a “nurse-helper” in the small institutions and eventually 
placing before the public a very large number of especially well trained 
practical nurses, who will attend patients for less money than the graduate 
charges and no doubt give fairly satisfactory service; thus in the end the 
graduate nurse will be the loser, especially in the rural sections. There 
may, however, be brought out by the Committee on the Grading of Nursing 
Schools a minimum standard which every school must meet if it is to be 
continued as a school for nurses, but this minimum will be such that there 
can be little excuse for any school not to meet it, if it is at all worthy of 
existence. 

Would it not be for the good of all concerned if the large hospitals 
would limit their classes and make up the number of student nurses they 
require through affiliation with the smaller county institutions? In this 
way a check could be placed upon the overcrowding of the nursing pro- 
fession and an opportunity also afforded the graduate of the small hospital 
for post-graduate work. I realize that this will not appeal strongly to the 
large hospital superintendents, but we are about to enter a new era and 
consequently new ways and methods must be devised to meet the rapidly 
changing conditions. 

It is most commendable for the larger hospitals to raise their standards 
of efficiency, but they should not lose sight of the fact that they are 
developing not doctors, but nurses. The eagerness or over-enthusiasm of 
a nurse entering the public health work is not infrequently the cause of 
much feeling on the part of the practitioner against our state health 
department. This very materially reduces her efficiency as a public health 
nurse in that she will not get cooperation from the physicians. She should 
rather develop those essential qualifications which, with her preparatory 
education in the high schools of our state, together with the special training 
and development she receives even in a small hospital, would make her 
almost indispensable as an aid to the physician in public health work or in 
private practice and a comfort to the family where the hand of affliction 
falls heaviest. 

In many of our institutions of learning today the materialistic side is 
given much emphasis and I fear that even in our nursing schools there is 
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a lack of the development of those finer qualities of womanhood which 
make the nurse so indispensable in the sick room and have pictured her to 
the public as an “angel of mercy.” 

The small hospital is a growing need to our communities and seldom 
do you see the doors of one close after once being opened, despite the fact 
that only in very rare cases do they make expenses. 

The small hospital is very materially aided by the women of the com- 
munity, who are frequently known as the Woman’s Auxiliary. With a 
live, energetic auxiliary, such as we of Cambridge are so fortunate as to 
possess, many ways and means are devised to aid the superintendent in 
securing supplies of various sorts, thus reducing the actual cost of opera- 
tion materially; it is also a moral and financial support to the superin- 
tendent, whose ambition to make a success of the institution with which 
she is connected is often hampered by the lack of funds to carry out the 
needed improvements for the comfort of those intrusted to her care. 

In concluding permit me to say that the small county hospital is a 
growing economic need and we sincerely trust that every aid may be given 
the development of this splendid charity, which makes for the better health, 
greater happiness, and ultimate welfare of the people of our state and may 
readily be used by our large universities as a means of distributing knowl- 
edge to the busy country practitioner, and thus, through careful attention 
to the needs of the public at reasonable cost, be the direct means of forever 
banishing from the minds of our législators that undemocratic paternalism 
referred to so frequently as “state medicine” and restoring the practitioner 
to the time-honored position which for centuries has been his. 
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Judge Joshua E. Chinitz, the author of “Some Legal Aspects of Hos- 
pital Administration,” appearing in this issue, is a New York attorney 
who, because of his interest in hospitals, has been asked by the Hospital 
Association of New York State to prepare a manual of state hospital 
laws. Mr. Chinitz is at present working on the manual and it is antici- 
pated that it will be released shortly. Mr. Chinitz recently appeared in 
behalf of the Hospital Association of New York State before the Joint 
Legislative Committee investigating the lien law. 








Thomas Bessel Kidner 
+k Thomas Bessel Kidner, an international authority on tuberculosis 
hospital construction, a past president and one of the founders of the 
American Occupational Therapy Association, died at the home of his 
son, at Beechhurst, Long Island, June 14, age 66 years. 
> Mr. Kidner was an active member of the American Hospital Asso- 
ciation, and his contributions to the literature on hospital operation 
and construction, particularly tuberculosis institutions, was volumi- 
nous and authoritative. He was a leader in the occupational and 
vocational therapy organizations in this country and abroad. 
> Mr. Kidner was born in England in 1866. He received his training 
in architecture and building construction at the Merchants Ventures 
College in Bristol, England. He completed his education in London, 
where he took first place in the city and Guild of London Institute 
examination. In 1900 he went to Canada as one of the organizers 
under the Fund for the Improvement of Technical Education estab- 
lished by the late Sir William C. MacDonald of Montreal. He was 
appointed vocational secretary of the Canadian Military Hospitals 
Commission in 1915 and helped develop a system of vocational re- 
habilitation of disabled Canadian war veterans. In 1918 the Canadian 
Government loaned him to the United States. He spent more than a 
year in Washington advising the American authorities on vocational 
rehabilitation of the disabled veterans. 
> During the World War he was associated with the Construction 
Division of the Surgeon-General’s Office as consultant on tuberculosis 
hospitals and after the war with the United States Public Health 
Service and the Veterans’ Bureau in planning tuberculosis and recon- 
struction hospitals. 
> In 1919 he became secretary of the National Tuberculosis Associa- 
tion, where he established an advisory service on the planning of 
institutions for tuberculous patients, aiding in the development of 
curative occupations in sanatoria. In 1926 he resigned to enter private 
practice as a consultant on the planning of medical institutions. 
>: The most recent accomplishment of Mr. Kidner is the first O fficial 
Directory and Registry of Occupational Therapists. 
+: His wife, Mrs. Edith Kidner, is now in England with her daughter, 
Mrs. Lillian Kidner Roberts, and three grand-daughters. Mr. Kidner 
is also survived by two sons, Arthur and Charles, and by a brother, 
William Kidner of Calgary, Alberta. 
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The Control of Noise in and out of the Hospital’ 


By CuHartes F. NEERGAARD 
Hospital Consultant, New York City 

UIET IN THE hospital can be provided for and designed as infallibly 

as the structural steel of the building itself, and it need not be 

costly. Few things will contribute more to the comfort of the 
patient than the absence of noise. To get results we must start with the 
plans and specifications which govern the methods and materials used in 
construction. Correction after the building is completed is possible, but 
of course more expensive. 

Noises from both outside and inside must be taken care of, but the latter 
are the most trying to the sick. Street noises are ever on the increase. 
The rattle and rumble of trucks and trolleys, the auto horn, and the general 
din of our busy communities will penetrate windows and walls, particularly 
open windows, so we should place our hospitals as far away from such 
disturbances as we can. 

The inside noises incidental to hospital life and its operation are many 
and varied—-some necessary, some unavoidable, but most of them pre- 
ventable or controllable. Loud talking and laughter in rooms and corridors 
by visitors, patients, and hospital personnel can be controlled by good 
discipline, proper morale, and the insistent reminder of “Please Be Quiet” 
signs. Vigilance and care can minimize but not eliminate such agitating 
accidents as the dropping of a pan on a tile floor. Of unavoidable noises, 
the screams of the delirious, the groans of the suffering, and the cries of 
children are perhaps the most upsetting psychologically. For the worst 
of these we provide quiet rooms but too often in our older buildings there 
is little possibility of segregating the more mildly disturbing sufferers. 

There are many preventable noises common to all hospitals which a well 
planned inspection and maintenance schedule will obviate—a multitude of 
annoying little sounds to which hospital people gradually become immune, 
but which fill the patients’ days and nights with nerve-racking irritants— 
slamming doors, clicking latches, rattling windows, flapping shades, pound- 
ing radiators, hissing valves, and many other mechanical disturbances all 
too prevalent but equally inexcusable. 





My text, however, is “Preventable Noises and How to Prevent Them.” 
In our hospitals, as in medicine, we are increasingly giving heed to pre- 
ventive measures. The past decade has been one of marked progress in 
the science of noise control in buildings, and the few hospitals of recent 


1Read before the joint session of the Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, April 29, 
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vintage in which modern precautions have been adopted show striking 
results. 

Before discussing the conirol of noise we should briefly touch on its 
physical side, its cause and effects. These, when stripped of their technicali- 
ties, are really rather interesting. Sound is created by a vibrating body, 
and travels in spherical pressure waves, through the air at a rate of 1100 
feet a second, and through solid matter at roughly ten times that speed. 
When a patient screams the sound waves spread rapidly in all directions, 
striking walls, floor, and ceiling, some passing through the masonry to the 
adjoining rooms and very readily through cracks under doors, or open 
doors, the rest bounding back and forth from wall to wall, walls to ceiling, 
ceiling to floor, and so on, like a ball in a squash court. This process of re- 
flection continues until the sound dies out, because the room surfaces gen- 
erally absorb only a small percentage of sound at each contact. If a window 
is Open in a patient’s room all sound waves reaching it pass out and thus 
cannot reverberate: the opening absorbs, or rather transmits, 100 per cent 
of sound. For this reason the physicist has adopted one square foot of 
open window as his unit of measurement in appraising the value of sound 
absorbing materials. In other words when we say a material has a sound 
absorbing efficiency of 80 per cent we mean that each square foot of it 
will absorb or blot up 80 per cent of the sound waves which would pass 
out of one square foot of open window. 

The relation of noise to hearing involves the consideration of highly 
technical laws of psycho-physics and such factors as logarithms, energy 
contents, intensities of stimuli. I could not hope to explain it if I would. 
Sufficient for our purpose to know that the physicist has developed a scale 
of loudness similar to a scale of temperature, the unit of which is the 
decibel. One decibel represents the smallest change in the loudness of a 
sound which the human ear can distinguish. Suppose our screaming 
patient is in a quiet room, scientifically designed to insure quiet. The 
ceiling will be covered with an acoustical material with, say, 80 per cent 
absorption value, which is the equivalent of having the entire end of the 
room open to the air for dissipation of the sound waves. Thus a large 
part of the noise is blotted up in the room itself. The side and corridor 
walls would be sound-insulated, designed to prevent the passage of vibra- 
tions through them. If these partitions reduce the loudness of the noise 
transmitted from one room to the next by 40 decibels, the shrillest scream 
becomes practically inaudible. To perfect the room the door would be 
sound-proofed with a protecting gasket of felt, to close the cracks. 

All of our modern standards of hospital building and furnishing tend to 
intensify noises. The monolithic concrete and steel walls and floor carry 
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vibrations readily from one end of the building to the other, from sub- 
basement to roof. These vibrations manifest themselves as noise in the 
patients’ rooms. The hard surfaces of our walls are perfect reflectors of 
sound. We ban as insanitary the thick carpets, curtains, and stuffed 
furniture which contribute to quiet in our homes to an extent unrealized. 

How can we counteract these conditions, how provide the peace and 
quiet which the patient expects but rarely finds? First of all it is necessary 
to make the hospital authorities themselves noise-conscious, to appreciate 
how much the sick may be spared. The trustee, unless he has been a 
patient himself, seldom grasps the need. Spending money for sound con- 
trol is a new idea to many superintendents and doctors, Yet my favorite 
challenge is, get the ex-patient to talk about his hospital experience and 
nine times out of ten, after complimenting the food service, he will 
expatiate at length about the noise of the place. 

Quiet may be planned into the hospital effectively, economically, and 
permanently. To do it, however, requires more than merely architectural 
and engineering skill and experience. We must have an intimate knowl- 
edge of hospital procedures, of the psychology and reactions of the sensi- 
tive patient, and a willingness not only to profit from the experience of 
others but to avoid their mistakes. Mistakes in the noise control field are 
pretty apt to be expensive and hard to correct. Acoustical treatment, 
sound insulation, and muffled equipment must be not only properly selected 
hut properly applied. The writer has in the last two or three years seen 
many thousands of dollars wasted through inexperience in these matters. 
In one institution they used an acoustical treatment which depends on 
large numbers of holes punched in the material to blot up the sound waves. 
The architect did not like the appearance of the holes, and had the material 
applied with the smooth side out. An investment of $7000 thrown away! 
On another job a sample of the acoustical plaster selected was put on for 
the approval of the Building Committee. They thought the rough surface 
unattractive and told the mason to smooth it off. Fortunately only the 
nurses’ dining room was finished before the consultant saw it, and the 
balance of the hospital was properly treated, but $800 was wasted in 
that room. Another time double gypsum block partitions were used be- 
tween all patients’ rooms, with a l-inch air space between. This of itself 
would have afforded adequate insulation but to be on the safe side the 
architect hung sheathing quilt in the open space, costing at $.10 a foot 
some $2300—again money thrown away. 


cv LET ME cite a few basic principles of hospital planning too frequently 

disregarded. The power plant and laundry should be separated from 

the hospital proper. If this is not practical, and the basement used, the 
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entire floor should be isolated from the rest of the building by well in- 
sulated walls, floors, and doors. Pumps and other machines should be 
mounted on anti-vibration platforms. Cork or felt pads have not nearly 
the same effectiveness. Flexible couplings should be used wherever prac- 
tical to connect pumps to the piping system, which will minimize vibration 
throughout the structure. And how mechanical noises do penetrate a hos- 
pital in the quiet watches of the night! The newspapers a short time ago 
told a touching story. A fourteen-year-old boy, who had been paralyzed 
by poliomyelitis, was kept alive in a hospital for 178 days by the aid of “tin 
lungs.” At the end of his long and unsuccessful fight, while doctors and 
nurses were grouped around him, his final words were, “Please shut off 
the machines. They’re making too much noise.” He was referring to the 
pumps in the basement. 

The delivery of coal and supplies and the removal of ashes and waste 
will lose much of their terror if trucks can be backed under cover. I was 
a hospital patient once for twelve weeks; my room, five stories up, chosen 
for its sunlight, overlooked the delivery entrance. The ash removal be- 
came an early morning curse to my ears and nerves. Did you ever have 
to lie and count thirty iron cans a day, with double portions on Monday, 
dragged along the concrete, banged up on the side of the truck, emptied, 
and slam-banged back to the pavement again? 

The laundry is a particularly objectionable neighbor, both noisy and 
odorous, and should be placed and planned with the greatest care—not 
obtrusive yet readily accessible, as some 20 pounds of laundry per patient 
go in and out each day. The dietary department, usually centered in the 
main hospital building, must be considered from several angles. In 
kitchen, scullery, dishwashing, and serving rooms are many noisy activities. 
To the adjoining dining rooms come doctors, nurses, and personnel not 
only for food but for a brief respite from the stress and strain of their 
jobs. In placing these rooms we must consider the traffic to and fro of 
people and trucks, and in the rooms themselves arrange to muffle adequately 
the clatter of dishes and the hum of conversation. 

In elevator installation the best is none too good. No errors in judgment 
of the building committee are so eternally regretted as the false economies 
sometimes practiced in buying elevators. Get the best and quietest door 
hardware, closers, and car gates. Insist on a micro-levelling device which 
will bring the car to a stop precisely at the floor level, avoiding the bumping 
of beds, stretchers, wheel chairs, and trucks as they go off and on. Spend 
a little extra to control the noise of the machinery, which otherwise travels 


up the shaft to all the floors. This was done at small cost in a maternity 
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building recently completed. The machinery was in the basement: we built 
around it a tile wall 9 feet high, with a 4-inch open air space between the 
machine room wall and that of the elevator shaft. Narrow slots 2 inches 
wide, through which the cables passed, were left in the two walls. The 
hung ceiling and upper side walls were covered with an inexpensive acous- 
tical material. The floor was a separate slab set on a sand pad, with sand 
cushions on all four sides, insulating it from the building. The machine 
itself was placed on an insulated base. This extra work, aside from brains, 
cost about $75. What are the results? You can barely hear the machinery 
start or stop even when you are riding in the car and on the floors you 
don’t hear it at all. How are your elevators? Would it be worth that 
amount of money to get rid of the machine noise for all time? 

These are some of the major factors in planning for quiet, the details 
of which—and they are numerous and varied—can only be suggested here. 
Quiet can be insured to a surprising extent by following four general 
principles of prevention: 

1. As above described, isolate noisy departments, power plant, laundry, 
dietary, delivery suites, x-ray rooms, etc. 

2. Use acoustical treatment to absorb sound at the source, where it is 
likely to reach patients, in utilities, public toilets, pantries, nurseries, corri- 
dors, etc. 

3. Use sound insulating construction where needed in partitions between 
patients’ rooms and work or public spaces, and around noise centers. 

4. Specify hardware, equipment, floors, cabinets, materials, and con- 
struction of types designed to insure maximum quiet. 

I shall only attempt a general summary. Those who wish more detailed 
information will find it in various studies which have been published in the 
TRANSACTIONS and BULLETIN OF THE AMERICAN Hospitat ASSOCIATION, 
Modern Hospital, Hospital Management, and Hospital Progress during 
the past four years. 

The problem of selecting the proper type of acoustical finish for the 
hospital is not a simple one because of the many special requirements 
which hospital service imposes upon materials. The acoustical treatment 
used should have all the qualities of the material which it replaces, in 
addition to its sound-absorbing efficiency. It must be as permanent as 
hard painted plaster, as easily cleaned and painted. Cleanability and 
paintability cannot be overemphasized because many hospital ceilings are 
washed four times a year and painted every two years. Ideally, the 
acoustical material should require painting no more than a porcelain finished 
refrigerator or glazed tile bathroom wall. From this it is apparent that 
acoustical materials should not deteriorate under repeated washings, and 
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anything which a coat of lead and oil paint will spoil should be avoided 
because sooner or later the hospital painter will put one on. In other 
words acoustical materials must be foolproof. Their cost, applied, ranges 
from $.30 to $1.25 a square foot, and the absorption varies from 10 per 
cent to 85 per cent. Perhaps the most common error into which the 
Building Committee is prone to fall is buying on a square foot basis, 
forgetting that they are buying quict in terms of absorption units, not 
areas of ceiling covering. Take as a concrete example a corridor 150 feet 
long by 7 feet wide, or 1050 square feet in the ceiling. The consultant 
has recommended a choice of two or three materials, all of which meet 
the peculiar requirements of the hospital from the standpoint of upkeep. 
The materials specified cost, say, $.60 per square foot and are guaranteed 
to have 80 per cent absorption. This means that covering the 1050 square 
feet of corridor ceiling will insure 840 units of absorption. The cost is 
$630 or $.75 per absorbing unit. The general contractor recommends an 
alternate proposal: the use of an acoustical plaster which only costs $.30 
a foot, or $315 for the corridor, an apparent saving of one half. But 
the plaster, if perfectly applied, has a maximum of only 20 to 30 per cent 
absorption and if the work is poorly done it may fall as low as 8 per cent. 
At best there will be but 315 units, which is far from adequate. If the 
acoustical area is doubled by carrying the special plaster down on the 
side walls to gain the same number of units, the cost per unit will be $1.50 
or twice that of the more efficient material—and even this absorption 
value can be ruined any day by improper painting. 

Hospital corridors are not only traffic arteries but sound highways. If 
nothing else is done to quiet the building, the corridors should have ade- 
quate acoustical treatment, that the footfalls and voices of the passers-by 
be muffled and sounds coming through open doors be blotted up. 

In dishwashing and utility rooms, where escaping steam is present, 
special precautions must be taken to select a type of acoustical finish which 
will not rust, corrode, discolor or mould. There are materials available 
which will withstand the most extreme conditions. 

There has been a general feeling among hospital administrators, doctors, 
and architects that the various substances used in acoustical treatment, 
porous materials, soft organic felts and fibres, might present a potential 
menace as an abiding and breeding place for germs and bacteria. A series 
of studies made in the bacteriological laboratories at Yale University indi- 
cated that acoustical treatments present no graver menace than the ordinary 
materials they replace. 

The costs of quieting have been reduced considerably during the past 
few years, by new materials and new and more efficient methods of manu- 
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facture and application. It is now possible to purchase sound absorption 
which meets hospital requirements for from $.40 to $.70 per square foot, 
which in the past cost as high as $1.00, and the materials were not nearly so 
efficient nor sanitary as those available today. 

In planning new buildings it should be borne in mind that it is often 
possible hy using the more expensive and efficient types to dispense with 
metal lath and plaster which must be used as a base for some of the 
cheaper ones. The saving thus effected substantially reduces the final 
cost. This is particularly true if the ceilings are furred. 


cv So FAR I have but briefly touched on sound insulation, the other 

requisite for a quiet hospital. Overcoming the transmission of sounds 
and vibrations from one room to another is an entirely different problem 
from the control of air-borne noise by absorption. Obviously there is no 
purpose served by making a room interior acoustically perfect if there are 
disturbing sounds which are carried through from the adjoining spaces. 
Noise will be transmitted through the walls, ceilings, or floors either by 
setting the entire floor or partition into vibration or by finding its way 
through crevices and cracks around doors. It will be carried by uncovered 
pipes—a bare 1-inch pipe, I am told, will transmit more noise than 150 
square feet of unfurred ceiling. 

It might seem reasonable that acoustical treatment in the offending room 
would clear such sounds, but experience has shown that such interfering 
noise has to be reduced to a very low level before it ceases to be trouble- 
some, and absorbent material alone is not enough to accomplish this. It is 
also true that effective means of vibration control will not do away with 
the need of acoustical treatment. Seeing that all windows and doors fit 
tightly will stop the flow of air-borne noise between rooms. ‘To prevent 
transmission, however, requires further precautions. 

For ordinary partitions between patients’ rooms, wall construction hav- 
ing reduction factors of 35 to 40 decibels should be quite satisfactory. 
However, where loud sounds must be imprisoned, reduction factors as 
high as 60 decibels may be imperative. 

It is good practice to both isolate and more thoroughly insulate quiet 
rooms, labor and delivery rooms, and nurseries. When nurseries and labor 
rooms are located above, below, or alongside patients’ rooms, no matter 
how well they may be insulated and acoustically treated, when windows 
are opened the cries will pass out and in again through all nearby windows. 
To control this, and incidentally provide ideal ventilation with a pre- 
determined amount of fresh-filtered, properly tempered air, I have been 
using for a number of years unit ventilators originally developed for 
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schools. With these the windows may be kept closed, and if the proper 
type of unit is selected the results are highly satisfactory. To control 
outside noises there are several types of economical window mufflers now 
on the market. 

Air conditioning, which is rapidly approaching the practical, economical 
stage, will soon be an essential and will bring more problems for the hos- 
pital engineer to solve. Tempered air will be carried through ducts at 
much higher velocities than heretofore. The roar of rushing air from 
grills and registers is extremely annoying and where they are fed from a 
common central duct the sound easily short-circuits from one room to an- 
other as through a speaking tube. The principle of lining ventilating ducts 
with sound-absorbing material is not new but in the past the soft, fibrous 
surfaces of these materials have set up frictional resistance and suffered 
from the constant erosion of the air rush. The conveyance of humidified 
air presents the difficulties of moisture and corrosion in the materials used 
as sound absorbents. 

There has been developed a method wherein cylindrical sections of stand- 
ard pipe insulation dimensions are moulded of exfoliated mica, a material 
which has notable sound absorbing qualities and is both waterproof and 
fireproof. These tubes are slipped into an ordinary sheet-metal ventilating 
duct and nested in a manner which might be compared to an egg crate, the 
metal duct being filled with a series of small tubular ducts. Both the 
inner and outer walls of the tubes are exposed to the rapid air currents 
and filter out a major part of the objectionable noise. The frictional 
resistance is surprisingly small. 

When it is necessary to place a utility room or diet kitchen next to a 
patient’s room the intervening partition should be insulated and all plumb- 
ing lines and noisy equipment placed on the wall farthest from the patient. 

Hospital doors, perhaps, represent one of the greatest noise irritants 
which the patient has had to endure. They slam, chatter in drafts, and 
the latches click and rattle. Special hospital hardware, which entirely 
eliminates these annoyances, can be had at less cost than the office building 
hardware we have tolerated so long. The equipment consists of sturdy 
friction hinges, which require adjustment but once in four or five years, 
a soft rubber roller latch, rubber bumpers set in the door frame, and an 
arm hook in place of knobs. This costs, installed, some $15 for each 
door and requires practically no maintenance. On the other hand, office 
building hardware, if we have the usual door closers, floor stops, latches, 
and rubber knob bands, costs nearly $20 and the closers and stops must be 
constantly tinkered with to make them function at all quietly. With the 
friction hinges the door stays open at any angle. ‘Transoms for cross 
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ventilation are superfluous and if the doors are properly hung so as to 
conceal the bed from the corridor the half screen doors, so often seen even 
in the newer hospitals, are entirely unnecessary. These screen doors are 
noisy and a nuisance, besides costing from $20 to $30 an opening. 

There are other items in construction and equipment the selection of 
which has considerable influence on whether the building is noisy or quiet. 
The vocal calling system is undoubtedly more efficacious in attracting at- 
tention than is the annunciator which merely flashes the doctor’s number, 
but it is torture to the patient. There are metal windows which close 
noiselessly against felt gaskets, designed so that delirious patients cannot 
jump out, and highly effective in ventilation. Soft floors, although the 
perfect type is yet to be evolved, are quieter under foot and reflect less 
sound than terrazzo or tile. Metal cabinets lowered in cost through 
standardization and quantity production are being used with increasing 
frequency. These must be properly designed and muffled or they will 
contribute about as much to hospital noise as any form of equipment. 
Careful attention to details of construction now gives us drawers and doors 
which close almost noiselessly against soft rubber bumpers, and glass and 
metal shelves which will not ring and rattle when bottles and utensils are 
placed on them, as rubber bumpers are used on all points of suspension. 

The utility room is always a noise center, where bedpan washers, ster- 
ilizers, basins, pitchers, and pans cause a continuous and highly disturbing 
clang of metal against metal. Nurses constantly pass in and out to empty 
bedpans, fill icepacks, dispose of soiled dressings, etc. Almost everything 
they touch, however careful they may be, is noisy. The walls and floors 
reverberate to every sound which the door, swinging open, passes along 
the corridors for the full benefit of all patients in the neighborhood. There 
are many simple little appliances which can be added to utility room equip- 
ment by the hospital maintenance man which will do much to remedy 
these conditions. In an article in the March, 1932 issue of AJodern Hos- 
pital is described in detail how the bedpan washer and rack, the galvanized 
iron waste can, the cracked ice receptacle, etc., may be effectively silenced. 

The demand for quiet surroundings is increasing steadily. They are 
looked for in the office as well as the home. Architects, builders, and 
renting agents are realizing this and special care is being taken in the design 
and construction of business buildings to insure a minimum of noise. In 
Mr. Rockefeller’s Radio City, probably the largest single building enter- 
prise ever undertaken, they are planning to install acoustical treatment in 
all the rentable area in the office buildings; there is no question but that 
space thus quieted will be in particular demand. 

The patient has long been noise conscious. Those who care for him are 
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fast becoming so. No new hospital building can be termed modern unless 
all reasonable precautions are taken to insure quiet. No building commit- 
tee or architect should attempt to plan a new hospital without visiting at 
least one where approved measures for sound prevention have been used. 
A competent acoustical adviser should be on the planning staff. I always 
delight to watch the effect of those who enter and move about a hospital 
planned for quiet—doctors, visitors, or employees. There is a subtle sub- 
conscious warning in the muffled entrance lobby and corridors which makes 
them lower their voices and tread softly. 

Adequate sound control if properly designed is really not expensive; 
little if any added cost of maintenance is involved and the first cost is 
insignificant considering the results. Let us take a floor in a well planned 
modern hospital building and determine the expense of outlawing noise. 
A corridor runs the full length of the building with patients’ rooms on 
both sides, a diet kitchen, a nurses’ station, a utility room, and two toilet 
utilities—twenty-eight private and semi-private beds on the floor. Based 
on work done in New York City with the present wage scale the additional 
cost of insuring quiet as compared to that of standard construction can be 
summarized as follows: 

Soundproofing : one utility room wall, two toilet utility room walls, 

one nurses’ station wall, 560 square feet at an additional cost of 

SFP Bet Sethe s kiciusceeceiews Hike eee $280 
Acoustical treatment: corridor, utility room, two toilet utility 

rooms, diet kitchen, nurses’ station, 1090 square feet of an 84 

per cent absorbent at $.67 per square foot less cost of hung ceil- 

ings, lath, and plaster at $.20 per square foot, or a total net 

additional cost of $.47 per square foot.................008- - 935.30 


$1215.30 
For twenty-eight beds this represents an extra investment of only $43.40 
per bed and an increased cost per cubic foot of not quite one cent. This 
covers the direct cost of muffling a typical patients’ floor. In two hospitals 
recently completed the total expenditure for acoustical treatment, struc- 
tural insulation, and quiet equipment averaged $85 a bed. This included 
the major precautions which [ have outlined in nurseries, labor rooms, 
dining rooms, and dishwashing rooms, in addition to work in the patients’ 
quarters. Two cents a cubic foot would represent a generous allowance 
for everything necessary to make the average hospital a peaceful place, and 
this can usually be saved elsewhere. 
Each new hospital is an adventure to the building committee. Each 
building when finished is proclaimed as the last word, yet how many of 
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them fall short of the possible ideal! The world is dynamic. In innumer- 
able lines of industry and research new things are constantly being devel- 
oped to make hospitals better, yet we are prone to stick to old methods. 
We focus too much on things as they have been rather than as they might 
be. Hospitals must grow in ability to serve or they will deteriorate. 

Nowadays the comfort of the patient is almost as important as his cure. 
Sound control represents an investment which contributes more to his 
serenity than almost any other recent development, and it will serve as long 
as the building stands. During this period of inactivity in hospital con- 
struction we have time to take count of stock, to consider values in our 
hospital plant and equipment. In the last few years we have been ap- 
proaching more reasonable standards of construction. Many so-called 
essentials of the past have, in the light of experience, been found not to 
justify their cost. If we rationalize our plans and specifications and leave 
out things which do not really count, we shall have plenty of money to 
make our hospitals quiet. 


——— OS 





Nation’s Health Bill About 4 Per Cent of Income 


HE TOTAL Cost of medical care in the United States approximates 

3 to 4 per cent of the total national income of the people, and does 

not constitute an excessive amount, Dr. Ray Lyman Wilbur, Secre- 
tary of the Interior, declared in a recent address in Washington. Dr. 
Wilbur is chairman of the Committee on the Costs of Medical Care, now 
collecting national statistics. 

Other interesting facts which this committee has determined and sub- 
mitted to Dr. Wilbur are that including physicians, dentists, druggists, 
mid-wives, and other practitioners and all the other types of workers in 
the field of health, hygiene, and disease, the business of curing illness and 
maintaining health employs nearly 1,500,000 persons in the United States. 
About 600,000 of these are employed in hospitals. 

More than 10,000,000 persons, or approximately one in every twelve 
inhabitants, are treated each year in the hospitals of the United States, 
according to the findings of this committee. 

Latest figures in possession of the committee also show that inhabitants 
of the United States spend an average of more than two days a year each 
in the 900,000 beds in the country’s hospitals. 
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What Considerations Should Influence a Hospital 
to Close Its Nursing School?’ 


By Marian RotrMan, R.N. 
Director, Division of Nursing, Department of Hospitals, New York City 


HEN THE FIRST school of nursing. was organized in this country 
the objectives as set forth by the founders were threefold: 
1. To train intelligent women to become skilled hospital nurses, 
under the supervision and instruction of physicians, whose standard of a 
nurse’s duties would be exact and rigid, thus improving hospital nursing 
not only at Bellevue but throughout the country. 

2. To train nurses for the proper care of the sick in private families. 

3. To send nurses to the sick poor in their own homes, choosing for 
this object those whose Christian character, tact, and sympathy would fit 
them to be associated with the Bible-women now attached to many of 
our churches.” 

The first objective states clearly that the primary purpose of the nursing 
school was to train intelligent women for hospital nursing. This, I believe, 
was meant to imply that graduate nurses should provide the nursing service 
for hospitals. 

The second objective, “to train nurses for the proper care of the sick in 
private families,” presupposes a demand for such service, which in fact 
must have been the case for in the report rendered by the board of 
managers for the year 1877 one reads, “the demand (referring to the 
private duty nurse) exceeds the supply. Many who formerly resisted the 
suggestion to call in a nurse now eagerly seek them, and surgeons in 
certain instances have refused to perform operations without the aid of 
the trained nurse on whom they could rely.’’® 

The third objective, “to send nurses to the sick poor in their own homes,” 
was the origin of the public health movement in America. 

In 1873 the first school of nursing was established. Two other schools 
were begun in that same year. By 1880 there were fifteen nursing schools 
graduating 157 nurses yearly; by 1890 there were thirty-five schools pro- 
ducing 471 nurses yearly ; by 1900, 432 schools, producing 3,456 graduates ; 
by 1910 the number had increased to 1,129 schools and 8,140 graduates, 
while ten years later there was a further increase to 1,775 schools and 
14,980 graduates. And still schools continued to multiply until in 1926 

1Read before the Hospital Association of New York State, New York City, May 


5. 
“In Annual Report, Training School for Nurses attached to Bellevue Hospital, 1877: p. 8-9. 
3Ibid, p. 9. 
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the number had reached 2,155 so-called schools of nursing graduating 
17,222 students yearly. Why the tremendous increase? 

Undoubtedly one explanation of this growth between 1910 and 1920 
was the cry for nurses and yet more nurses during the period of the 
war, with the consequent lowering of standards of admission and _ the 
establishment of shorter courses. Many of us remember the meetings 
with the nursing committee of the New York County Medical Society 
where the demands were voiced loudly and frequently for a curtailed 
curriculum, a shorter course, a lowering of the qualifications, and more 
graduate nurses. Many nurse leaders foresaw then that such action 
would inevitably result in the present over-production of nurses, many of 
whom are poorly qualified by general education and culture, and, because 
of the inadequate training which was given them, are today unable to 
maintain themselves through their professional work as nurses. 

In addition to the exigencies of war, to what other factors can this over- 
production be attributed? Perhaps the findings of an analysis of what 
students in training have been doing and still are doing may throw some 
light on the question. 


ovo IN A PROFESSIONAL SCHOOL the content of its courses is expected to 

present new material and material in such a form and in such a way 
that the student may have the best preparation for the practice of that 
profession in the community. 

The curricula of the best of these professional schools are based on a 
job analysis of the activities of the workers in the field. Is the content of 
the nursing course both in classrooms and on the ward based on the actual 
community requirements of the nurse? 

In a job analysis of the activities of 108 students at Bellevue in 1931 
it was found that 70 per cent of the students’ time on duty was spent in 
hedside care of the patients. Bedside instruction and supervision consumed 
7 per cent of the students’ time, charting required 5 per cent, housekeeping 
and supplies 5.4 per cent, miscellaneous activities 4.5 per cent, orders and 
reports 3 per cent, clerical duties 1.2 per cent, specimens 1.1 per cent, 
telephone 0.8 per cent, reporting on duty late 0.7 per cent, washing of 
hands 0.4 per cent, conferring with doctor 0.3 per cent, visitors 0.2 per 
cent, and study 0.2 per cent. 

The analysis disclosed that the greatest proportion of the students’ time 
is given to actual bedside care of patients. It failed to show any of the 
students’ time being spent in such non-nursing routines as washing beds, 
cleaning stands, utility rooms, and bathrooms, folding linen, running 
errands, etc. Such tasks at Bellevue are delegated to unskilled workers, 
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ward maids, or orderlies. All of the women’s wards have ward maids and 
the men’s wards have orderlies both during the day and during the night. 
This group of workers is largely responsible for the giving and taking of 
bedpans. Were this task exclusively a nursing function the time expended 
in the care of patients would exceed 70 per cent of the total time of the 
bedside nursing staff. The duties of the maid-orderly group also include 
the collection of specimens and much of the routine housekeeping of the 
wards, such as the cleaning of bedside tables and the cleaning and filling 
of bedside water pitchers for patients, and as long ago as 1924 Dr. E. H. 
Lewinsky-Corwin in his book, The Hospital Situation in Greater New 
York, made the statement, “It would seem to be sound economy to prevent 
the dissipation of skilled service in duties that can be performed by less 
trained workers.” Considering what the situation was then and still is, 
which I propose now to show, it almost seems that Dr. Corwin’s was a voice 
crying in the wilderness. 

Just recently, in April 1932, the Grading Committee published its find- 
ings on the cost study. Each of us will recall that the data in this study 
are based on the replacement value which the hospital puts on its student 
service. Consider with me some of these replacements. One school would 
substitute two graduates and one maid for every ten students. This 
replacement would seem to imply that two-thirds of the work performed 
by these students are nursing activities, whereas one-third of the work 
of these ten students could just as well be performed by a maid. Another 
hospital would replace every ten students by twelve maids and at the same 
time drop four graduates. What are we to infer? Are the graduates as 
well as the students doing work of maid character? 

Here are some other estimates placed on student service. Mr. Robert 
E. Neff, administrator of the University of Iowa Hospitals, has made two 
interesting cost surveys. He estimates that the first year student earns 
25 cents per hour or the rate paid for maid service, the second year student 
30 cents per hour, and the third year student 45 cents per hour. In a 
replacement proposal Mr. Neff suggests that maids be substituted for all 
first year students. Does this imply that all of the functions which are 
delegated to first year students can be done by maids? 

That these replacement estimates are not theoretical but are based on 
current hospital practice is evident from information assembled early 


in March. 


4Neff, Robert E.: Cost of nursing education to the hospital, Amer. Jour. of Nursing 29:1119-22 
(Sept.) 1929. 

Neff, Robert E.: Cost of nursing service in the hospital, Amer. Jour, of Nursing 30:831-44 
(July) 1930, 
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oo IN THE STATE of New York eight of eleven hospitals have maid 

service either all or part of each twenty-four hours. In the majority, 
however, this maid service is limited to the period between seven in the 
morning and six in the evening. Two hospitals, one with a census of 166 
patients and another with a census of 172 patients, have neither maids nor 
attendants at any time during the day or night. 

Data have been submitted by ten hospitals in Illinois. Seven report 
some maid and attendant service during the day period. Three have 
neither maids nor attendants (one of which has 160 patients, men and 
women) and of these three two are entirely without orderly service and 
the third provides an orderly only from seven P. M. to five A. M. 

In Pennsylvania the situation is even more astonishing. Of twenty-three 
hospitals eight do not have any maid or attendant service, the census of 
these institutions ranging from thirty to 169 patients. Three of this 
group are entirely without orderly service after seven in the evening. 

If a job analysis were made of the activities performed by the bedside 
nurses in some of the hospitals above reported, all of which have schools 
of nursing, the findings would undoubtedly disclose that student nurses 
day after day are doing the work which should be delegated to maids and 
orderlies. This, as we all know, is just what is happening. Many of us 
know of institutions where there are no ward maids or orderlies and some- 
times no ward kitchen maid. Many of us know of hospital diet kitchens 
where all the fruits and vegetables for special diets are prepared by student 
nurses. Perhaps some of us even know of hospitals where the main kitchen 
is staffed largely by student nurses who prepare vegetables, meats, fruits 
and even do some of the cooking. I know some and I dare say many of 
you do. The reason for this abuse of the student nurse is obviously the 
reduction and elimination of hospital costs. Whether or not, however, it 
is cheaper for the hospital to utilize the service of nurses for such purely 
domestic service is a debatable question. From the standpoint of the stu- 
dent, such hospital practice is indefensible exploitation. Moreover it results 
in adding more graduate nurses to an already large unemployed group. 
It is indeed a deplorable and vicious circle. Dean Lyon in a paper read 
at the recent convention of the American Nurses Association in San 
Antonio accuses the hospitals of being racketeers in exploiting their stu- 
dents. From an article written by Dean Lyon, which appeared in the 
January American Journal of Nursing this year, | quote: 

These conclusions are to the effect that most of the faults to be found with 
nursing are due to the profits which hospitals make on their training schools. 


To this fact I lay the enormous number of schools—perhaps ten times as many 
as the country needs. I maintain that this number will not be materially lessened 
until the profits are squeezed out of the educational process. I hold further that 
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the unsatisfactory curriculum, the retaining in the schools and the final gradua- 
tion of a certain percentage of incompetents, the low cultural average, the gen- 
erally inadequate laboratory facilities and poor science teaching in nursing 
schools, the excessive hours of service detrimental alike to health and education, 
are all traceable to this element of profit. 

To it also are due, for the most part, the distrust and complaint of the public 
concerning nurses. To it, and the occasional misfit nurse whom it fosters, are 
due such satirical characterizations as that of Ring Lardner—“funny, tremen- 
dously funny”! And true, I think, for certain duly graduated and registered 
members of the nursing profession. How could it be otherwise when some of 
them had less than an eighth grade education and no cultural background? 

In fact I cannot think of a single criticism of nursing which is not caused by 
or at any rate aggravated by the profit system. The system is thoroughly 
vicious in that every decision as to education has to be answered in terms of 
anticipated profit. If I am right in my conclusions, then the first effort—the 
great effort, the continuous relentless effort—should be to get the profit out. 


Dean Lyon has said only what many thinking hospital administrators 
and educators know. It is quite true. Some hospital superintendents admit 
it. Trustees should know it if they are the intelligent, thinking kind, super- 
intendents of nurses know it if they are really qualified for their jobs. 


eo RECOGNIZING these facts what should we do? The problem facing 
us is not a simple one. Being in the center of an active municipal 
hospital situation I could not be oblivious to this fact. The hospitals fear 
to give up their schools because such procedure requires the employment 
of a graduate staff and an increase in the number of maids. All hospitals 
are poor, and to staff hospitals with graduates will probably increase hos- 
pital budgets. Would it, I wonder, if schools were being operated really 
as schools? On the other hand, most patients even now, with an over- 
production of nurses, are under-nursed. How are we going to reconcile 
these conflicts? One difficulty, and I think here we touch the heart of 
the problem, is that we do not know the relative value of the graduate and 
the student nurse service to the hospital. For years it has been assumed 
that a student body provides a more satisfactory and a more pliant group 
than a graduate. Perhaps more pliant but I doubt if more satisfactory. 
How can it be supposed that a student who is a nurse in the making can 
give better care to the patients than a matured and experienced worker? 
I am convinced that what we need is not opinion and guess-work but 
studies which will provide us with information based on facts of the hour- 
for-hour value of the student and the graduate in actual nursing duties. 
First of all the function of the hospital is to care for patients. How 
much care do the patients require? We need no longer rely on guess-work 
for this information. A technique has been developed by Blanche Pfeffer- 
korn which can determine the nursing load requirement for any hospital. 
At Bellevue in the medical pavilion we found that one nurse to four patients 
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in twenty-four hours could render good nursing care to patients. 

A good nursing service, which implies both quantity and quality of 
nursing, is one of the prerequisites of a good field for nursing education. 
If there is to be a school of nursing it should be established on a sound 
educational basis with reasonably high entrance requirements. There 
should be well prepared instructors who are specialists in the subjects they 
teach, and the teaching load should be reasonable. Adequate classrooms 
and teaching equipment should be provided. There should be a growing 
library for an effective operation of the educational program. The curric- 
ulum should be stressed not in terms of hours but in terms of content. 
The rotation of services should be on the basis of the educational needs 
of the students and not on the needs of the hospital nursing service. There 
should be perfect correlation of theory and practice. The hospital practice 
hours should consider the health and recreational needs of the students. 
There should be affiliation to supplement, or provide entirely, the theory 
and practice in services which the hospital does not supply. The size of the 
student body should be determined by the clinical resources of the hospital 
available for teaching purposes. 

Such a program depends on a graduate staff to stabilize the wards and 
to fill in the gaps between classes, during periods of affiliation and for 
class hours. 

I think you will agree with me that a school of nursing conducted upon 
the principles here described is not likely to cost a hospital less than a 
graduate nurse staff. But a school operated upon any other basis must be 
for hospital profit, and an educational project cannot be founded on profit. 


—_—_+e«—__—__ 
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The Doctor’s Viewpoint toward the Education 
of the Nurse’ 


By Paut Ketter, M.D. 
Executive Director, Newark Beth Israel Hospital, Newark, New Jersey 


HE DOCTOR’S VIEWPOINT toward the education of nurses may imply 

the question, “How does the average practitioner evaluate the train- 

ing of the student nurse in qualifying for hospital and community 
service?” 

As an approach to this subject, I shall first quote the comments of five 
highly skilled physicians with whom I am associated. These doctors are 
representative of their profession and have a knowledge of nursing edu- 
cation comparable to that of the average hospital doctor who may be a 
faculty member of a school of nursing. 

Following the presentation of their views, I shall attempt to evaluate 
their opinions, to point out erroneous statements, and finally to advance the 
conclusion that the average doctor is not an adequate appraiser of nursing 
education, 

The internist comments as follows: 

“With the present trend of intensive specialization and standardization 
pertaining to things medical and hospital management and administration 
in particular, it was to be expected that the nursing problem, comprising 
preliminary education and hospital training, would come in for its share 
of change. 

“Tt is a far cry from the old unskilled, loquacious, and uneducated ward 
maid to the highly professional and well disciplined nurse of today. Never- 
theless, I wonder whether in the attempt to raise the standards of pro- 
fessional efficiency, we have not lost sight of a few important facts con- 
cerning the ultimate object of nursing requirements. 

“Based upon the experience of a good many years in both teaching nurs- 
ing classes and observing their practical activities on the wards, much 
remains still to be desired before we can truthfully say that the present 
nursing system has approached perfection. It is true that the individual 
student of today has a public school education to which has been added 
one, two, or a full four years’ high school course, and that the medical 
subjects, such as anatomy, physiology, fever nursing, surgery, medicine, 
pathology, bacteriology, and medical ethics, to mention but a few, have also 
been added. All this has been done at the expense of much needed time 





1Read before the New Jersey Hospital Association, Atlantic City, May 14. 
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that, to my mind, would have been spent more profitably on the wards 
under the practical guidance and tutelage of competent and efficient ward 
heads. 

“We must not lose track of the ultimate object in training our students, 
and that is, to give them enough practical rather than scientific experience 
that would train them to be watchful and careful clinical observers. Only 
then could the physician in charge of a case rely fully upon the clinical 
notes made by the nurse in attendance or upon her report to him when 
such is demanded. It is to be expected, however, that a well ordered hos- 
pital of today has enough medical interns at its command to guard the 
scientific interests of the patient. 

“In the last analysis, I somehow feel that less stress should be laid upon 
preliminary education or the scientific phase of the curriculum and more 
attention paid to the practical side of nursing education. In other words, 
it is my opinion that a physically fit, mentally alert, and willing young 
woman will make a splendid nurse regardless of her preliminary equip- 
ment.” 

The pathologist comments as follows: 

“In their efforts to dignify the profession of nursing and to better the 
standing of the individual nurse, the nursing regulating bodies have 
created a curriculum for the training of nurses which seems to over- 
emphasize the theoretical and medical consideration of the patient’s disease 
at a sacrifice of that aspect of the patient's illness for which the nurse was 
created, that is, the cate for the patient’s physical and mental comfort and 
the methods of practical nursing trrough which these are attained. As a 
physician who has been in contact with nurses for nearly fifteen years 
and who has lectured to classes of nurses constantly for over ten years, I 
have obtained several rather deep impressions concerning the short-comings 
of nursing curricula as they are organized at the present time. 

“Many valuable hours are wasted in instruction on theoretical labora- 
tory sciences such as chemistry and pathology and upon medical and 
surgical diagnoses. I say this advisedly because I know of the methods 
of instruction in use in even the best regulated nurses’ training schools. 
Lectures in these subjects are in most instances given by physicians who 
naturally stress those factors which are of importance in the recognition 
and interpretation of disease processes. After the examination has been 
passed the nurse promptly forgets this useless material which she has 
acquired in the classroom or carries with her distorted ideas of disease proc- 
esses due to an improper understanding of the substance of the lecture 
because of a lack of fundamental background to absorb the imparted 
knowledge. 
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“From a constructive standpoint it appears that the nurses’ curriculum 
should give more time to the practice of nursing, which includes: 

“1. Practical nursing procedures leading toward the comfort of the 

patients. 

“2. Greater stress on and more time spent in teaching the nurse some- 
thing of the psychology of the patient so that her ministrations may 
be more sympathetic and that she may allay rather than incite the 
patient’s apprehension. 

“3. More intensive training in those medical and surgical procedures in 
which the nurse is expected to make the necessary preparations and 
to help the physician. 

“4. The collection, preservation, and proper handling of laboratory 

specimens. 

5. The schooling of the nurse in her proper position in the sickroom 
so that she follows the physician’s orders accurately and without 
questioning his diagnosis and the propriety of the treatment 
prescribed. 

“It has been my impression that the above principles have been neglected 
and the time spent in the training of nurses in these matters curtailed in 
order to practically cram into their heads a mass of useless but high- 
sounding medical knowledge. In other words, the nurses’ training school 
today has become a school for medical training of nurses rather than 
nursing training.” 

The neurologist comments as follows: 

“The patient who pays for the services of a nurse is probably more inter- 
ested in the ability of the nurse to care for his comfort than in her 
technical or theoretical knowledge, and perhaps rightly so, but the physi- 
cian in charge of the case expects more than expertness in practical nurs- 
ing. The well educated nurse is of most invaluable aid to the doctor, and 
training schools must offer their students a thorough course in the theo- 
retical or pre-clinical subjects. 

“The nurse does not and cannot have the thorough training of a physi- 
cian but she must have a good knowledge of the terminology used in medi- 
cine. Intelligent codperation is impossible if the nurse does not under- 
stand the doctor’s language. Technical terms must be used, especially 
when in the presence of the patient, and therefore the nurse’s education 
is not complete if she has no grasp of these terms. 

“The nurse sees the entire body of the patient daily and the physician 
depends upon her for his information of the appearance of new signs upon 
the patient. In order for the nurse to recognize abnormal swellings, 
depressions, discolorations, etc., she must know the normal appearance of 
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the body surface. Anatomy is a difficult subject, but a nurse must be 
taught this important subject. During her training the normal contour of 
the body surface must be impressed upon her, she should be conversant 
with all the natural ‘bumps’ on the body and the names given to the various 
regions of the body. 

“The physician does not expect the nurse to make diagnoses or to in- 
terpret signs or symptoms, but he may rightly expect the nurse to have 
received good training in the recognition of the appearance of these signs 
or symptoms. During the time between visits of the attending, changes 
occur in the patient’s condition and the physician is vitally interested in 
knowing these changes. He expects the nurse to recognize and report 
these new signs, so that he may interpret the patient’s condition. Techni- 
cal knowledge of disease then becomes necessary for the nurse. Her 
classroom work must necessarily include the highlights of disease, not so 
that she may diagnose but so that she may recognize the abnormal from the 
normal.” 

The surgeon comments as follows: 

“With reference to the present day curriculum, I would say that the 
theoretical instruction embraces a much wider field than is actually 
required for the profession of nursing. Much time is wasted in teaching 
the names, origin, and insertion of muscles, the symptomatology of certain 
diseases, a long list of technical, surgical names that may be used and 
usually are forgotten after the nurse passes the necessary examinations. 
More attention should be paid to bedside and operating room nursing. 

“The nurses should be instructed to be more adaptable to nursing out- 
side of the hospital. It has been my experience in the past that when a 
nurse is called upon to prepare a room for an operation, even of a minor 
nature, at a private home, she is at a great disadvantage because she lacks 
that initiative to make use of some of the ordinary house equipment for 
operative purposes. Being accustomed to all the super-refinements of a 
modern hospital with its elaborate operating room equipment, she is unable 
to adapt herself to the simple things in a private home. 

“A great deal of menial work that is done by the nurse and which usually 
occupies a great deal of her time, particularly on the ward service, could 
be done by ward maids or even nurses’ aids, as they are called. I see no 
reason why bed-making, bathing of patients, and carrying of bedpans could 
not be done by trained ward maids who do not require three years’ train- 
ing. A great deal of expense could be saved for the hospital and the 
nurses’ time could be utilized in a much more useful way.” 

The orthopedic surgeon comments as follows: 

“My reactions are in some respects colored by the particular and special 
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requirements of the orthopedic surgeon. Judging from that standpoint, it 
would appear obvious that there is some need for training special groups 
of nurses in the various specialties, so that while they would always be 
competent to handle general medical or surgical cases, a doctor might look 
forward to being able to engage for his patient a nurse, in special cases, 
who had special training for the handling of such cases. 

“From the practical standpoint, the need for specialization among nurses 
is perhaps not great enough so that any one nurse could be kept busy in 
that capacity at all times. With her general education, however, she could 
be used on such cases to great advantage when required. This need is 
apparent not only in the hospital but becomes especially necessary when 
nurses are engaged in private duty. 

“My experience as a member of the Training School Committee and of 
the teaching faculty of the training school makes me feel that the theo- 
retical training of nurses is usually adequate, but that it is not overdone 
and could not safely be curtailed. 

“With regard to the theoretical training, I have always felt that in our 
hospital, as well as in others, there is a little tendency toward relegating 
the matter of the teaching of nurses to associate physicians and even to 
assistants. While I know that it may often be a burden for the chief of 
the service to undertake the theoretical teaching, yet such a practice would 
be a great advantage. Even if the chief of the service were not to give all 
the lectures, his supervision of and responsibility for the most important 
part of those lectures would round out the theoretical course and have the 
effect of making them more valuable and more practical.” 


cw THIS CONCLUDES the comments on nursing education by the doctor. 
It is a viewpoint which is not founded on a thorough and compre- 
hensive knowledge of the subject, but is rather his personal reaction largely 
interpreted from his observation of the nurse as she performs her assign- 
ment in the care of his patient and from his brief classroom contact. His 
opinion is mostly subjective and he is therefore disqualified as an interpre- 
ter of the educational value of the school curriculum. I am confident his 
viewpoint is not adequate for establishing standards of nursing education. 
The attending physician is, primarily, not an educator, so that his views 
must be considered only as an expression of the doctor and should perhaps 
not be stressed more than his attitude toward other hospital activities, such 
as administrative problems, plant operation, etc. The doctor's knowledge 
of all general hospital problems, if it is to be of authoritative value, re- 
quires a far greater familiarization with details than could possibly be 
obtained by his daily brief contact with the patient and the nurse. His 
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thoughts are mainly directed toward the professional supervision of his 
patient, which precludes the intimate knowledge of other hospital details 
that is fundamentally necessary if he is to be of aid in formulating a cur- 
riculum for nursing education. 

Executives of all our institutions, I am sure, have had the frequent 
experience of hearing physicians at committee meetings express opinions 
counter to generally accepted standards of hospital practices. Why? They 
are not familiar with the problem in its entirety nor can they be expected 
to know the details of operation, whether it be social service, x-ray, 
laboratory, dietary, or nursing. Their time is principally consumed in the 
direct interest of the patient and I again emphasize that unless one is thor- 
oughly conversant with the details of hospital management, one’s opinion 
is only of relative value, whether one be doctor, trustee, or, I may perhaps 
add, the hospital superintendent. I have no desire to be hypercritical, 
but it is true that many of us have a tendency to express ourselves authori- 
tatively on nursing education without a basic and complete knowledge of 
the subject. My reference to the superintendent is prompted by the fact 
that on many occasions I have heard lay and medical executives vehemently 
criticize our department of nursing education, and upon analysis it was 
ascertained that they, like the visiting physician, had hastily concluded that 
nurses received too much theory and a minimum of practical experience. 

In reviewing the doctor’s viewpoint, I find that he has two major points 
of criticism: 

1. That the theoretical education of the nurse is overemphasized so that 
the student nurse is required to study an excess of theory, part of which 
is not of practical nursing value. 

2. That there is insufficient practical experience afforded the student 
nurse. 

When these major points of criticism are carefully studied, either by 
the critics or others qualified, it is ascertained that only a minor part ot 
the student nurse’s training in the classroom is in theory. Furthermore, if 
a physician who is familiar with a particular subject of the curriculum, 
such as materia medica, anatomy, etc., is asked to prejudge its value for a 
proposed schedule for his school, he readily agrees that the hours enumer- 
ated present a minimum requirement for that particular subject. There- 
fore, it is largely a lack of understanding on the part of the average doc- 
tor when he asserts that our theoretical studies for the student nurse are 
overemphasized. 

Many physicians and superintendents voice the opinion that some of the 
studies in nursing education are not correlated with or even necessary to 
the practical requirements of nursing. There are an equal number who 
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disagree with this opinion and personally I believe that the more we 
familiarize ourselves with the present curriculum, the less critical we 
become. (I refer particularly to the curriculum recommended by the New 
Jersey state board of nursing examiners.) What appears to one as uncor- 
related or unnecessary is, in the opinion of the other, highly essential and 
fundamentally important. 

If this conclusion is correct, then the doctor’s viewpoint should be 
regarded as only of relative value in establishing criteria for the guidance 
of nursing education. 

As to the practical experience of the student nurse, I am sure that it is 
not the general opinion of those competent to judge that our students do 
not receive sufficient practical nursing experience. Rather may it be 
stated that they do not receive adequate instruction while they are obtain- 
ing their practical experience. This resolves itself into what we all know, 
namely, that there is an insufficient number of practical teachers for stu- 
dent nurses on our wards and private floors, and by teachers I refer specifi- 
cally to practical instructors and not to charge nurses. 

Moreover, how many of our doctors fully appreciate the fact that the 
student nurse is subsidized by the hospital as a substitute for the graduate 
nurse? The vast majority of our private charitable hospitals do not employ 
sufficient graduate nurses for general nursing duty for the reason that 
funds are not available to meet this need. They take recourse to what 
they consider the natural remedy—larger classes of student nurses at a 
minimum cost, many of whom, after the first year of training, actually 
serve as substitutes for graduates. 

Such a condition makes it exceedingly difficult. for the director of nurses 
to treat the student nurse as a student, for the moment she is placed in the 
same capacity as that of the employed graduate nurse, she automatically 
changes her student role and becomes an employee confronted with the 
problems of the graduate nurse. 

The director of nurses is then beset with many difficulties in her en- 
deavor to rotate students routinely through the various hospital units for 
a definite period of practical experience and instruction. Frequently a 
well planned schedule is charted on paper for the rotation of the practical 
training of student nurses, only to be changed daily as patients’ census, 
illness of nurses, and other variable factors necessitate. When these 
factors are thoroughly understood it changes one’s viewpoint on nursing 
education and transforms a critical view into one that is sympathetic with 
the problems incident to the school of nursing. We then realize that the 
obstacles in the pathway of the attainment of better nursing education are 
created largely by financial embarrassment. 


[ 117 ] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


oo May I assume the privilege of expressing a few personal reactions 

toward our schools? First, the hours of our instructors are far too 
long and handicap their efficiency. A minimum number of educators of 
nursing would appear to me to be a highly essential prerequisite for an 
approach to efficient nursing education. 

Second, doctors are not entirely satisfactory as instructors as they do 
not have the nurse’s point of view and as a result are apt to overlook the 
essential points in nursing. The doctor’s teaching is more adapted to the 
training of medical students. 

Third, the preliminary course of probation is far too limited and should 
be extended so that the mass of detail to be absorbed in this allotted time 
may be assimilated thoroughly. 

Fourth, the training of student nurses should be more inclusive in 
familiarizing students with the professional departments of the entire 
hospital. Their training is incomplete unless it includes those administra- 
tive problems which are correlated with nursing service as well as with 
other professional departments such as social service, x-ray, physical 
therapy, laboratories, etc. Their training in this direction should be 
largely of a teaching nature but with a definite assignment for a specified 
period of time in each division. 

In conclusion, may I refer to the present trend of nursing educators to 
consider the school of nursing on a par with training centers of other pro- 
fessions. I am heartily in accord with the viewpoint that the school of 
nursing should not be an integral part of hospital management, financed 
by the hospital and used for subsidizing students. Nursing is a science 
and an art and as such should assume its rightful place in the professional 
field. 

The criticisms of nursing education are so rampant at times that one 
wonders if there can be any merit in the assertions that nursing education 
has gone far beyond reasonable limits in fitting the student nurse for her 
profession. Perhaps progress has been so marked in the advancement of 
nursing education during the past decade that the public has not been able 
to keep pace with it. However, we must all acknowledge that four years 
of high school as a preliminary education is a minimum requirement if 
we are to consider nursing as the profession which it is. 

If we desire only to train young women as attendants, we are confronted 
with an entirely different problem. But as a basis for understanding this 
problem, let us not consider the trained nurse an assistant housekeeper 
or dispenser of pills. It is impossible to train nurses adequately in less 
than three years if we are to include in their studies the most important 
subjects relevant to the profession of nursing. While it is true changes 
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may be indicated in the curriculum itself, nevertheless I am sure that in 
the main the principles that form the basis of nursing education are sound 
as to preliminary education, length of training, and major studies. 

If we wish to aid in making a contribution to nursing education from 
the standpoint of the doctor or the superintendent, we should do so by first 
becoming more familiar not with one aspect but with all phases of nurs- 


ing education and associated nursing problems. 


The Cost of Medical Care in Austria 


Dr. Arthur H. Parmelee, who has been in Europe for the past nine 
months and spent most of his time in Vienna, spoke recently before 
a group of physicians and nurses at the Presbyterian Hospital, Chi- 
cago, where he is a member of the pediatric staff. 

He said: “Legislation of a socialistic nature has built up an extensive 
system of sickness funds which provide free medical and hospital care to 
those entitled to its benefits. A large proportion of the population pay 
regularly a percentage of their wages into these sickness funds; employers 
also are obliged to contribute a certain share, and the expense of medical 
and hospital care is paid for out of these funds. 

“The immediate result of this system is a reduction of the cost of medical 
care for the great mass of the population but the final result cannot help 
but be a retarding of medical progress and a gradual deterioration of the 
kind of medical service rendered. 

“The men who direct these sickness funds approve a list of physicians 
who are to be called by the beneficiaries and these physicians collect their 
fee from the society. For a physician in private practice to be able to 
make a living it is practically necessary for him to be on this approved 
list. The fees he can collect are so small and his chances for an increase 
of income so slight that there is very little incentive for him to put forth 
his most conscientious efforts. When the stimulus for professional ad- 
vancement is thus removed there is little chance that individual physicians 
will advance themselves along scientific lines. Incentive to individual 
effort is as necessary to progress in a profession as it is to the development 
of an industry. 

“Another disadvantage of this system of medical care is that it dis- 
courages specialization. A certain number of specialists are approved by 
these sickness funds, to be sure, but most of the physicians approved are 
general medical men. The specialists are for the most part connected with 
the municipal hospitals and the university hospitals. Many of the sickness 
funds maintain their own hospitals where no teaching and no research is 
done. An increasing number of patients are going to these hospitals, thus 
lessening the number who go to the teaching institutions. Scientific dis 
coveries and the development of new and improved methods and techniques 
are the results of specialization and are made available for all practitioners. 
Anything which interferes with this kind of progress must ultimately mean 
less efficient care of the sick and a checking of the rate of progress in 
scientific medicine,” 
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HE THIRTY-FOURTH annual convention of the American Hospital 

Association is attracting a great deal of attention in the hospital field 

and hospital representatives are arranging to attend in larger num- 
ber than at previous conventions. The number of reservations at the 
Detroit hotels is much larger than the same period in advance of the con- 
ventions in previous years. Our hospital people feel that the many prob- 
lems that are affecting hospitals will proceed to satisfactory solutions 
through discussions at the Detroit convention. There is no question but 
that an organized effort supporting a definite program that can and should 
be determined upon will be a great help to the hospitals on this continent. 
Individual effort by individual institutions will be valuable but cannot 
possibly accomplish as much good either for the individual institution or 
the field at large as concerted action along well organized lines. 

Those in charge of the program are attempting to present the facts to 
the delegates and to give them an opportunity to discuss from the floor 
the policies that will be presented by the leaders in the hospital field. Each 
session will be of exceptional interest. Of the agenda for the convention 
the following important topics as well as others will be given emphasis : 

Ways and means for increasing bed occupancy and hospital earnings 

Hospitals and their part in the program of the Committee on the Costs 

of Medical Care 

Hospitals and their part in the program of the White House Conference 

on Child Welfare 

The use of civilian hospitals for the care of disabled veterans of our 

wars 

Hospitals and the education and training of nurses 

Hospital insurance for our communities and particularly for those mem- 

bers of the community in the lower brackets of wage-earners 

Hospital legislation 

Workmen's compensation, lien, automobile, and accident laws 

Ways and means for reducing the cost of hospital operation without the 

sacrifice of hospital efficiency 

Hospital economies in the purchase and use of supplies 

Hospital plans for financing capital indebtedness and its charges 

Hospital organization action to secure payment for the care of indigent 

patients by the responsible political divisions—state, county, township, 
city 
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Hospital participation in funds raised for unemployment and other 

relief 

Two round table sessions will be held each day. The afternoon sessions 
will be devoted to the section meetings and to the general meetings of the 
convention. The evening sessions will be held in the auditorium of the 
Book-Cadillac Hotel. The Monday evening session is the President’s 
evening, at which the presidential address will be delivered. The Tuesday 
evening session is the trustees’ section and Dr. S. S. Goldwater will address 
hospital trustees and delegates on “The Plan and Scope of the American 
Hospital Association.” On Wednesday evening the annual banquet and 
ball will be held at the Book-Cadillac Hotel and a speaker of international 
importance, who is closely connected with public welfare and hospital work, 
will be the guest orator. The Thursday evening session is a general public 
meeting at which “Hospital Problems as Related to the Community and 
to Public Welfare” will be the general topic. The participants in this 
program will be men and women who have devoted their lives to work in 
the hospital and public welfare field. Details of the program are being 
gradually worked out and nothing is being omitted that will add to the 
interest and value of each session. 

The headquarters of the Association will be at the Book-Cadillac and 
Statler Hotels. The annual banquet and ball will be held at the Book- 
Cadillac and the evening sessions in the auditorium of that hotel. The 
day-time sessions will be held at the convention hall. 


oo THE COMMERCIAL and educational exhibit of this convention will be 

the best that the Association has ever assembled. The commercial 
firms represented here are taking a lively interest in bringing the finest and 
the best as well as the latest equipment that is offered to the hospital trade. 
New construction materials, new laboratory equipment, general medical 
and surgical supplies, foods, furniture, beds and bedding, surgical instru- 
ments, acoustical treatment, lighting arrangements, sterilizing apparatus, 
ambulances and automobiles, books, linen, rubber goods, operating room 
furniture, surgical catgut and sutures, x-ray equipment, uniforms, and 
everything that is used in hospital operation will be displayed. 

The educational exhibit is more extensive than in previous years and 
many new and interesting features are to be incorporated. 

The convention will be held during the most delightful time of the year 
in one of our most delightful cities. Detroit, with its fine industrial plants, 
its beautiful river front, its parks, its good roads, its places of amusement, 
its fine hotels and hospitable people, insures a very interesting week for 
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those who attend the convention. The costs of travel and hotel accommo- 
dations have been greatly reduced and the arrangements for the entertain- 
ment of the guests in Detroit are ideal. 

Our hospitals must work together. The existence of our institutions, 
particularly of our voluntary hospitals, depends upon it. The hospital field 
benefits most and most rapidly when its component institutions through 
their representatives enter into a joint study and an open discussion of 
their problems in our annual conferences. In these conferences each 
hospital assists the others in working out sound plans of procedure that 
promise ultimate success. In no previous period in the history of hospitals 
have the advice and counsel of our institutions been so vitally necessary 
to the entire hospital field as they are in the present crisis. 

If our hospitals will work in close coéperation with each other and with 
an understanding of the policies and problems involved there is no doubt 
but that our institutions will weather the existing conditions and will be 
able to discharge their full service to their communities. Your participa- 
tion in the programs of the Detroit conference will be a valuable contribu- 
tion not only to your own hospital and your own community but to our 
institutions everywhere. 


eS 














The Business of Servicing the Sick’ 


By J. L. McEzroy, M.D. 
Superintendent, Hospital Division, Medical College of Virginia, Richmond 


HE BUSINESS OF SERVICING the sick has grown steadily over the 
years, due in great part to a more intelligent public, until at the 
present time it occupies fifth place in the business enterprises of 
this country. Fifty years ago there were 157 hospitals with a bed capacity 
of a little over thirty-five thousand while today there are seven thousand 
approved hospitals with a bed capacity that has passed the million mark. 

It was with this sort of background that the hospitals of the country 
entered the period of depression. The past two years have been harder 
on the hospitals than any like period in our history. These institutions 
are meeting the economic situation as all industries are—by cutting down 
personnel and salaries and curtailing free services to patients who are 
unable to pay, and, as a consequence, have adjusted and will adjust their 
economic difficulties very rapidly and be better fitted to care for the sick 
after this period than ever before. At the same time this economic 
adjustment has taught us, the public, the various social and welfare organi- 
zations and governmental agencies, many things in relation to hospitaliza- 
tion, one of the greatest of which is the creation of a larger understanding 
on the part of the public as to what hospital service means and the estab- 
lishing of a larger human contact between hospitals and the people, and 
as a result of this contact the nation’s hospital service has become the 
finest test of the nation’s desire for the health, happiness, and welfare of 
all the people. Another lesson which we have had during this period of 
adjustment is the placing of the responsibility for caring for indigent 
patients. The hospital is called upon by individuals and the various 
agencies to hospitalize and take care of many worthy cases. It has just 
begun to dawn on the public and on these organizations that hospitaliza- 
tion cannot be manufactured out of thin air, that every case in the hospital 
certainly costs somebody something. At the same time, the demand for 
free service has doubled and in some hospitals tripled during the last two 
or three years. 

The welfare organizations care for indigent people, supplying them with 
food, homes, fuel, and the necessities of life, but seem almost universally . 
unwilling to pay the same amount of money for their hospitalization. 
These organizations, which are paying one or two dollars a day for the 
maintenance of an indigent person should be willing, by all the rules of 


1Read_ before the joint session of the North Carolina, South Carolina, and Virginia Hospital 
Associations, Richmond, May 18. 
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reason, to pay the same amount to the hospital for caring for the same 
person when he is ill. These same agencies are spending great amounts 
of money for the improvement of social conditions among the poor class 
of people and at the same time provide nothing in their budget to pay for 
hospitalization and medical attention when they become necessary. For 
some reason or other they immediately lose affection for them when they 
need hospitalization and expect someone else to carry that burden. Of 
course, after all, the real responsibility for the care of indigent sick should 
be placed squarely on the unit of government in the locality in which they 
live. The local unit of government has shifted this responsibility in every 
instance where it has been possible to do so. 

This period of economic disturbance has brought forth many and varied 
plans for the hospitalization of the various classes of people. ‘There has 
been a lot of agitation, research, and investigation throughout the country 
in connection with the provisions for the hospitalization of patients with 
moderate means. Some institutions have gone so far as to open pavilions 
for the hospitalization of this class. In my opinion, there is now and 
always has been ample provision in the already equipped hospitals of the 
country for this class of patient. We have set prices for private rooms 
to care for patients with means, also semi-private rooms at a lesser price, 
and in addition we have the wards where patients without great means may 
be given the best of medical care and attention at a very low cost. The 
hospital is the only business enterprise which has always varied the cost 
of its services to suit the individual pocket-book. All ethical physicians on 
the staffs of the hospitals have based their fees on the patient’s ability to 
pay. These physicians have been more than generous, giving their serv- 
ices for little or nothing, according to the circumstances of the patient. 
Their generosity has made it possible for the poorest patient on the ward 
to receive gratis the best medical attention in the country. 

The attitude of the public toward hospitals has been completely revolu- 
tionized within the past two or three decades. It is within the memory of 
our own generation that for a long time there existed on the part of the 
public a deep-rooted prejudice against hospitals. It was no uncommon 
thing a few years ago to hear people say that under no circumstances would 
they go to a hospital. ‘Today, the hospitals of our country are caring each 
year for one out of every nine people in our nation and more than a billion 
dollars a year is spent by hospitals on the divine task of healing men and 
returning them to their homes and to the channels of active life as an asset 
to the nation. The average person now realizes that the hospital is an 
absolute necessity in any community, and the first request that he makes 
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when he becomes afflicted is to be taken to his favorite hospital, regardless 
of whether or not he has sufficient means to assume the obligation. He 
now regards the hospital as an up-to-date, well equipped, scientific institu- 
tion with a well balanced, sympathetic professional staff which is doing 
everything possible to relieve human suffering, eradicate disease, and care 
for those who are sick. At the same time, knowing as he does of the 
facilities of well equipped hospitals, he turns a more or less deaf ear to the 
cost of hospitalization and is apt to remark that the doctor’s charges are 
reasonable, even though he paid a five hundred dollar fee, but the hospital 
that charged him $85 gouged him a bit. We still have too many physicians 
on our staffs who are willing to encourage that idea. In this connection, 
I had a gentleman tell me not very long ago that we had no right to put 
him in a private room and charge him a profit on the services of the hos- 
pital. In other words, we should not expect him to pay for the services to 
a free patient. I asked this gentleman if he ever questioned other indus- 
tries as to what they did with their profits and if he did not believe that 
hospitals should be accorded the same privilege as other industries in the 
management of their affairs, knowing as we do that there are no profits in 
properly managed hospitals. Any profit accruing from the service to a 
private patient is always more than taken up in the care of indigents and 
in the losses from bad accounts. The public has a right to be suspicious of 
the services of a hospital which regularly pays dividends. 

The American hospital of today not only represents an investment that 
runs into many billions of dollars, but it represents the central arch of 
scientific discovery, the most efficient agency of human helpfulness, the 
foremost power in the defense of the American home, and the most far- 
reaching influence in the education that safeguards the nation’s health. 
It can truly be said that the hospital is the mint of national wealth. 


—#——¢ @ @—___ —_ 


{ 125 ] 








Hospital Facilities for Negro Patients 
in the South 


Including Some Observations on Schools of Nursing for 
Negro Students' 


By Nina D. Gace, R.N. 
Director, School of Nursing, Hampton Institute, Hampton, Virginia 


HEN ONE THINKS of a hospital one thinks always of an educational 
institution, for a hospital stands for education of the patient, of 
his friends, of doctors, of nurses, of dietitians, of technicians, and 
of many other people. There was a hospital in Korea which had so suc- 
ceeded in impressing on the people the need of fresh air that when some 
of them became ill in winter they said, “Do not go to the hospital in cold 
weather, for they make you open your windows every night. Wait until 
warm weather, when you can open your windows in comfort.” 
What are the opportunities for health education among Negroes in the 
South? There seem to be no late, definite figures. In the Rosenwald 
Fund report on Negro hospitals for February, 1931, we find the following: 


Negro Beds Beds per 
State Population Available Thousand People 
North Carolina ..........3% 875,524 1221 1.4 
South Carolina ... 0.6... 951,577 750 0.8 
NE icicGvawkawesders 439,003 1605 3.6 


Dr. Michael Davis says in the same report that in some large cities where 
people are educated to the use of hospitals, five or six beds per thousand 
can be used effectively. In smaller, rural communities where people are 
not accustomed to a hospital, not more than two or two and a half beds can 
be used well. 

Are the beds open to Negroes in the South being used to the greatest 
advantage? We all know that the total number of hospital beds is not 
used to its fullest extent. Hardly more than two-thirds of the hospital 
beds now provided in the country are in daily use, as shown by statistics. 
This is due not only to the present depression, but also to a lack of famil- 
larity with what a hospital can do and be. Some of it may be due, too, 
to fear complexes left over from the days when people only went to 
hospitals to die. We must all do our part to show people that those days 
are past and gone. 

Among the Negro population there is even more need of education in the 


1Read before the joint session of the North Carolina, South Carolina, and Virginia Hospital 
Associations, Richmond, May 19. 
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use of hospitals than among the general community. Dr. H. M. Green, 
president of the National Hospital Association, writes that the Negro is 
not accustomed to being helped by hospitals, partly because Negro doctors 
have so few facilities for work in hospitals, or for intern training before 
they go into practice. Thus they themselves are not able to educate their 
patients to hospitals, and therefore the patient leaves things until too late, 
and comes into the hospital in evtremis, instead of at a stage of his illness 
when he could be helped. Consequently beds are given to dying patients 
instead of to those who might be made well. People need to be taught how 
to use the beds more effectively. 

But care in the hospital is expensive, in spite of all our efforts at economy. 
Per capita cost runs from $3.00 to $15 a day or more. Some authorities 
say that if the per capita cost is less than $5.00 a day the hospital is not 
giving the patient all he ought to have. But $5.00 a day requires an endow- 
ment of $36,000 at 5 per cent, or gifts of over $1,800 a year. Where can we 
get as much money as that? 

We need to find a less expensive way of caring for most people. One 
way would be a greater use of the out-patient department of the hospital. 
Dressings, treatments, early diagnoses, could all be given there, and many 
days of expensive hospital care could be saved. From the list of schools of 
nursing accredited by state boards of nurse examiners in the various states 
it is interesting to see how the hospitals in some of the southern states use 
an out-patient department. These are not extensive statistics, but straws 
showing which way the wind blows: 


Percentage Number without 

Number Replying Replying to Out-Patient 

State to Questionnaire Questionnaire Departments 
rrr 27 60 1] 
PI 668 kis 18 70 6 
reer ree a 93 15 
SS senses x owes 30 51 15 
Ce 30 100 15 
ee 17 100 10 
pe errr ee 40 97 22 
North Carolina ...... 38 100 28 
South Carolina ...... 13 51 5 
. eee 22 67 10 
; eee ee 64 92 31 
WOE. isi S see enntas 45 100 35 
West Virginia ....... 34 83 14 


Are we not missing a valuable opportunity for a better, cheaper place 
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to care for many less serious cases of illness, or prevent them altogether ? 
Are we not missing a very valuable field of experience for our interns and 
student nurses ? 

There is still one further method of economizing community resources, 
and that is public health education—preventive work to avoid illness. It is 
much more thrilling for us to keep people from becoming ill than to patch 
them up when once they are sick. It is also less expensive in both money 
and strength. Doctors in some of the southern states are now, many of 
them, giving free immunization treatments to people who cannot pay, get- 
ting vaccines and sera from the state health department without cost. The 
doctors say that it pays them to give the immunization free and avoid long 
illnesses of patients in remote rural districts, with possible night emergency 
calls, in cases where the patient could not pay, and the planter who rents 
the farm to him could not pay for him. Strength of both patient and 
doctor is conserved, and prevention has been made a constructive force in 
the community. 

For workers to give this preventive teaching which the medical men 
cannot do in its entirety, one turns to nurses and their preparation. Health 
departments, visiting nurse associations, churches, would add nurses to 
their staffs if there were well prepared ones at hand. Instructors and 
supervisors are needed in the preparation of these nurses. Where are 
they being made ready? 

The last issue of the list of schools accredited by the state boards of 
nurse examiners shows fifty-eight schools receiving Negro students. How 
many there are not accredited no one knows. An analysis of the courses 
given and the work of the graduates of these schools shows that training in 
public health work is not being given in most of the fifty-eight accredited 
schools, nor under-graduate courses to prepare the student to profit by 
graduate public health courses. In a report on Negro hospitals made in 
1928 for the Council on Medical Education and Hospitals of the American 
Medical Association, a very important recommendation was made (page 4) 
which, if accepted, would help all the schools. It was: 

The conditions under which Negro nurses are trained in Negro hospitals are de- 
plorable. It is recommended that a definite campaign be instituted to have each state 
adopt legislation requiring a hospital to obtain a license before operating a training 
school for nurses. The present regulations are inadequate. The problem of the in- 


efficient nurse is as much the concern of the state as is the problem of the inefficient 
doctor. 


If no hospital were allowed to operate a school of nursing without a 
license from the state the process of improving our schools of nursing could 
be made much quicker than now, where it is necessary to develop in the 
public a recognition of the difference between a good and a poor school. 
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We could protect girls from the exploitation of giving three years of time 
for an education in nursing, only to realize at the end of that time that 
they are not prepared for what the community is going to ask of them as a 
supposedly trained person. 

For the sake of the community, therefore, we wish very much that this 
association would sponsor : 

1. More public health and preventive work to conserve resources of both 
men and money. 

2. Greater use of out-patient departments to lessen costs of hospital 
service. 

3. Strengthening of the laws regulating our schools of nursing so that 
what schools there are may prepare nurses needed to do the work which 
society will ask of them. 

We are all working toward the same end, to help our community. If 
we can put our thoughts and efforts together we can be of more service 
to our fellow-men. 


— -—-#@e-—--- 


The Springfield, Massachusetts Hospital 


The new Springfield Hospital, erected at a cost of $2,500,000, was 
formally dedicated June 7. The dedicatory address was delivered by Dr. 
Frederic A. Washburn, director of the Massachusetts General Hospital, 
Boston. 

The Springfield Hospital was organized in 1889 and the nurse training 
school was established in 1892. 

Dr. Eugene Walker is superintendent of this institution. 








Presidential Address’ 


By F. G. Carter, M.D. 
Superintendent, Ancker Hospital, St. Paul, Minnesota 


S MY TERM of office as president of the Minnesota Hospital Associa- 
tion draws to a close, I want to express to the members of the organ- 
ization my appreciation of the honor which they have conferred 

upon me by making me their president. This acknowledgment is a reiter- 
ation in a more formal way of sentiments expressed a year ago at Duluth. 
As I sat down to prepare this address, it occurred to me that in this asso- 
ciation it would be desirable to elect the president one year before the time 
arrived for him to take office. Then when the time came for him to as- 
sume the duties of the office he would have had time to familiarize himself 
with the details and needs of the association. His presidential address 
could then take the form of an inaugural rather than a farewell address. 
He would have the opportunity to outline his policies for the ensuing year 
and to seek the cooperation of the membership in helping to carry out the 
plans which he and the Executive Committee have formulated for the 
Association. I hope that the Committee on Constitutions and By-laws will 
see fit to make recommendations looking toward the adoption of this 
arrangement for the future. 

The past year has been a trying one for hospitals, but I believe we are 
coming out of it with far more insight into the business of hospital admin- 
istration than we have ever had before. Circumstances have compelled us 
to study critically and exhaustively every activity which we sponsor, with 
the result that we are probably getting more for the hospital dollar than 
at any time in the history of modern medicine. Some of us have been and 
are very pessimistic. One individual has gone so far as to define a pessi- 
mist as any individual who knows what is going on. Times of distress 
are responsible for certain products which would not otherwise come into 
existence, and in generations to come this period will probably be pointed 
out as the one which produced more amateur economists than any other 
era. Scarcely a day passes that we don’t hear from one to a dozen theories 
elaborated on causes of and cures for the depression. It seems to me 
that that neglected philosopher, Josh Billings, struck the nail on the head 
when he said: “It ain’t so much people’s ignorance that makes so much 
trouble, it’s their knowing so damn much that ain’t so.” 


I have been impressed this year more than ever before with the impor- 
tance of and need for the strongest possible hospital organizations. Living 
in an age of highly organized society we can survive only by adopting the 


1Read before the Minnesota Hospital Association, St. Paul, May 23. 
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mode of the age. As individuals we may be able to subsist upon the doles 
which are handed to us in the name of charity ; as a group we may demand 
and obtain the economic recognition which we are entitled to and which 
is rightfully ours. I want to congratulate Mr. Fesler, Dr. Caldwell, and 
the board of trustees of the American Hospital Association upon the deter- 
mined effort which they are making to weld together into an active, func- 
tioning unit the hospitals of the North American continent. The fight 
which is being made for the hospitalization of veterans in civilian hospitals 
will have been vastly worth-while if it does nothing more than make us 
organization-conscious. I don’t mean by this that we need more organiza- 
tions. Perhaps fewer would suffice if they were stronger and more active 
and alert than existing ones. From a purely selfish standpoint we owe our 
state and national organizations our sympathies, our interest, and our finan- 
cial backing. 

The most significant chapter in the history of the American Hospital 
Association was written in Chicago last February when the presidents of 
the state and regional associations were called together for a conference. 
We met to talk things over, to get our bearings, and to formulate plans for 
the future. We discussed the hospitalization of veterans, pending legisla- 
tion, needed legislation, the status of the state and regional associations 
and their relationship to the national organization, and other topics too 
numerous to mention. I believe I can honestly say that I came away from 
those meetings with the feeling that a new day had dawned for American 
hospitals, that the immediate future would find us bound together whole- 
heartedly for the defense of our common interests and the comprehensive 
development of our inherent potentialities. 

I have made it a point this year to attend the annual conventions of our 
neighboring states—Iowa, Wisconsin, Indiana, and Illinois—because 1 
believe that much good can come from such exchange of friendly courte- 
sies. I carried to them the greetings and good wishes of our group and 
extended to the membership of their associations invitations to attend our 
meetings in Minnesota. Our neighbors are having much the same sort of 
difficulties that we are experiencing, but I found them working and smil- 
ing and progressing, and developing a real spirit of resourcefulness. Many 
of them are here today to find out what we are doing and to help us in 
our discussions. I am sure that I speak for the entire membership of 
the Minnesota Hospital Association when I say that we appreciate their 
presence and their helpful interest. 


os THE GREAT hospital problem of today is essentially a financial one, 

and we as hospital administrators are confronted with the task of 

increasing receipts or decreasing expenditures, or both, if we hope to have 
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our institutions survive; community interests may justifiably demand 
enough hospital beds but no more, and one of our first obligations should 
be to curtail purposeless hospital construction in communities already well 
supplied with hospital beds. An over-supply of hospital service can only 
result in deterioration of that service. Too many shrines have already 
been built without provision for keeping the candles burning. In these 
times we can well afford to ask ourselves whether or not we are just 
scratching over the field, taking such patients as we want without proper 
regard for all of the potential sources of business. Experience should 
make us realize that when existing organizations fail to interest themselves 
in the hospitalization of any considerable group of patients, the local, state, 
or federal government will inevitably take over the work in response to 
the demands of the citizens. If civilian hospitals had manifested the proper 
interest in the hospitalization of veterans ten years ago when this work 
could have been had for the asking, we would not now be confronted with 
the task of interrupting a movement which is already well under way. A 
large proportion of the facilities for caring for mental, tuberculous, and 
contagious patients are government-owned. They are inadequate and there 
are still plenty of opportunities for the general hospitals in this field. We 
should give serious consideration to these before it is too late. If we don't 
we may sooner or later find ourselves in the same position, with reference to 
these groups of patients, we now occupy with reference to the hospitaliza- 
tion of veterans. One of the outstanding needs of the day is provision for 
care of the chronically ill, at reasonable rates. Perhaps those of us who 
are closing up sections of our hospitals for want of patients might find it 
to our advantage to experiment with this idea. A number of hospitals are 
operating drug stores, restaurants, gift shops, flower shops, etc. Some 
are encouraging the use of their laboratory facilities by the medical pro- 
fession in connection with the care of their office patients. In a few 
instances, doctors are being offered office space in hospitals. All of these 
are suggestions relative to augmenting present hospital incomes. 

We should be just as vitally interested in cutting down expense as we 
are in increasing receipts, and I shall be very much disappointed if every 
individual who is in attendance at this convention doesn’t go home with 
from one to a dozen concrete ideas for saving money for his institution. 

Food control, hospital engineering, codperative buying, and numerous 
other topics offered on our program will yield information which will be 
of direct value in enabling us to reduce expenses through the elimination 
of waste and the conservation of materials and money. Supplies and serv- 
ices of all kinds represent money which must be guarded just as carefullv 
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as the cash drawer. Some of our speakers will tell how this may be 
done. 

In conclusion, I wish to tender my thanks to the membership, to Mr. 
McNee, the secretary and treasurer, and to the Executive Committee for 
the loyal and helpful support which they have given to the association and 
to me during my tenure of office. I hope that all of you will feel at the 
conclusion of these meetings that you have been amply repaid for the 
time and money which you have expended in attending. It is the hope of 
your officers that the 1932 convention of the Minnesota Hospital Associa- 
tien will go dcwn in history as one of concrete, practical value. 


———- 04+ 


A Publication of Interest to Hospitals 

The Purchase of Medical Care through Fixed Periodic Payment is the 
title of a publication that should be of decided interest to hospital people 
as well as to members of the medical profession. It is being edited by 
Pierce Williams, executive director of the National Bureau of Economic 
Research, Inc., 51 Madison Avenue, New York, and will leave the press 
the early part of July. It describes the different methods of the purchase 
of medical care through fixed periodic payment that are employed in the 
different states in the Union as well as in the countries abroad. It dif- 
ferentiates between health insurance and other forms of compensation 
insurance. It contains an outline of the unsuccessful movement for com- 
pulsory sickness insurance in the United States during the years 1915 to 
1920, inclusive. The outline of the work indicates that very many inter- 
esting subjects are discussed and that it will be of some value in assisting 
hospital people particularly to become better acquainted with the different 
plans for hospital support in which the period payment plan may take a 
very emphatic part. 

Mr. Williams states definitely that ‘the future of fixed payment medical 
service in the United States is largely in the hands of the medical pro- 
fession. Experimentation by private group clinics with fixed payment 
medical service constitutes evidence of the desire of medical men to test 
the principle of medical insurance. County medical society clinics consti- 
tute another example of recognition by medical practitioners of the im- 
portance of the group form of organization for rendering medical service. 
Offer of hospital insurance by community non-profit hospitals is further 
evidence of the desire of physicians to test the insurance principle. It is 
obvious that the leadership of the medical profession is essential in solving 
the problem of the cost of medical care.” 
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Safety for the Helpless in Non-Fireproof 
Buildings 


By A. L. A. HIMMELWRIGHT 
Consulting Engineer, New York City 


F. J. Porter in the April number of THe BuLLetin was notable and 

timely because it called attention to the prevailing lack of effort to 
make these old-type, non-fireproof institutional buildings safe for the 
helpless occupants. This is a subject of prime importance and should be 
so recognized. 


Te ARTICLE on “Safeguarding Bed Patients from Fire” by Mr. H. 


I was associated with Mr. Porter when we demonstrated the economy 
and efficiency of the “horizontal exit” principle in safeguarding human life 
which we later installed in numerous institutional, factory, business, and 
other buildings throughout the country. 


Notwithstanding that this method actually provides safety for the help- 
less in a practical and inexpensive manner in these old-type buildings, and 
that its value and success have repeatedly been demonstrated in fires so 
that it has long since passed the experimental stage, yet, strange to say, 
there is still a reluctance to adopt it and a persistent tendency to let the 
fire hazards continue. 


The persons responsible for this dilatory policy are usually the boards 
of trustees or governors of the institutions. These boards very seldom 
have correct information as to the value, effectiveness, and low cost of 
making these old buildings safe for the occupants, and rather than expend 
any funds whatever on what they consider old and obsolete buildings, they 
often are willing to take the risk of a holocaust in the hope that no serious 
fire may occur until the old buildings can be replaced by modern fireproof 
structures, 


This is not only a dangerous policy and an injustice to the patients, who 
have a right to be accommodated in a safe and secure place while physically 
incapacitated, but it is also unsound economically, because these old build- 
ings, if in good condition structurally, can be treated and made perfectly 
safe for the occupants at an expense that is practically negligible. These 
supposedly obsolete buildings are thus rendered serviceable indefinitely, 
conserving the original property values and space for hospitalization and 
effecting a real economy. The importance of this rehabilitation of existing 
buildings cannot be stressed too strongly at the present time when all 
public and private funds obtainable are needed to ameliorate the widespread 
destitution in this country. 
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The most satisfactory way to illustrate the benefits and low cost of the 
horizontal exit treatment is by citing a concrete example from my regular 
practice. For this purpose | will select an institutional building that was 
studied and reported on in November, 1931. 

This was a large, three-story building of the stone wall and wood-joisted 
floor type, with a massive wooden mansard roof over the entire structure. 
It had a 400-foot front with three large wings, each 200 feet long. Over 
a thousand patients and 120 of the staff and help were accommodated in 
this building. For years it had been known to be a serious fire hazard and 
all the fire protection organizations and the constituted authorities had made 
recommendations to improve the safety conditions. The principal fire 
menace was the wooden mansard roof with the continuous open attic 
space under it. This endangered the whole building if a fire occurred in 
any part of it, and necessitated taking all the occupants out in case of a 
fire. Moving over a thousand patients, under emergency conditions, some 
bedridden and helpless, the majority occupying the second and third stories, 
was a serious life hazard in itself. 

All the remedies previously suggested to improve the conditions were 
based on increased fire fighting facilities, larger water supply, automatic 
sprinklers, additional stairways, helical chute and other fire escapes, etc., 
involving such large expense as to be considered prohibitive. 

We attack fire hazard problems in a fundamentally different manner. 
Instead of treating such an immense building as a whole, which is the 
usual and conventional method, we reduce the fire hazard by dividing the 
building into separated sections by interior masonry dividing walls. These 
walls are usually found existent in the old buildings and such of them as 
are located in strategic positions are selected for dividing walls and are 
converted into fire walls by extending them through attics and roofs and 
by installing fire doors at each floor level. 

My study of this building disclosed the existence of many interior 
masonry dividing walls, seven of which, in suitable locations with stair- 
ways between them, were selected for conversion into fire walls. These 
walls divided the building into eight vertical sections and at once reduced 
the fire hazard to one-eighth of what it was originally. In other words, a 
fire occurring in any part of the building could endanger only that section 
of it between fire walls and menace the lives of the occupants of that 
section only, the rest of the building, with its occupants, remaining safe 
and normal. The fire walls, with fire doors at each floor level, provide 
horizontal exits to safety for those in the involved section, who simply 
pass through the fire doors, the attendants closing the doors. They thus 
reach safety much sooner and by a much shorter route than by the former 
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method of going down stairs and then along a hall to an exit to the 
outside. 

This plan also leaves the stairways in the involved section free and clear 
for the use of the fire fighters, who thus reach the fire promptly and 
extinguish it, with the resulting minimum damage to property. 

By reducing the fire hazard to one-eighth of the original hazard no fire 
of any magnitude was possible, and the existing water supply and _fire- 
fighting equipment was found sufficient for the requirements. 

The total cost of the rehabilitation of this large building was $24,000. 
This included the conversion of seven interior walls into fire walls, isolating 
all woodwork, treating the mansard roofs, windows, cornices, etc., adjacent 
to the fire walls so as to prevent the spread of fire around the walls, and 
installing the fire doors. This outlay represented less than 4 per cent of 
the cost of the building fifty years ago, and is less than 2 per cent of what 
a new modern building cf the same size would cost today. In most cases, 
where the conditions are not so difficult as in the example cited, the re- 
habilitation ccst averages only 1% to 3 per cent of the cost of the buildings. 

When it is realized that this comparatively small expenditure will prevent 
any possibility of loss of life in case of fire, and that this treatment will 
render hundreds of existing buildings of the old type safe and serviceable 
during the life of the structures, the danger and folly of permitting these 
fire hazards to continue is plain, and any holocaust that occurs will be an 
indictment of the policy of delay of those in responsible charge. 

Horizontal exits in the old type, non-fireproof buildings, combined with 
a suitable fire alarm system which alarms only those in the endangered 
section of the building, provides better safety for the occupants than many 
fireproof buildings in which dependence is placed on stairways for exits 
to safety. It has been shown repeatedly that stairways are not a safe or 
dependable means of exit for large numbers of persons in emergency and 
under the stress of haste and excitement, as in the case of a fire. A few 
ill, aged, weak or infirm persons, who are to be found in every large group 
of people, are likely to faint or fall, tripping others, who thus congest and 
finally jam the stairways so as to put them out of commission as a means 
of exit or escape. The horizontal exit eliminates all these dangers and 
uncertainties and provides for all a safe, certain, and expeditious passage 
to safety. 

Probably the most important advantage of the horizontal exit principle 
is that it affords the only practical plan yet devised for saving the lives of 
large numbers of helpless and bed patients. As stated in Mr. Porter's 
article, this is accomplished by moving the helpless to safety through the 
horizontal exits in the fire walls. To facilitate this method of moving the 
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bed patients in their beds, the head posts of the beds are equipped with 
special non-swivelling casters with three-inch diameter wheels. These 
casters are fitted to the beds so that the wheels are parallel with the side 
rails of the beds and anchored or pinned in that position to prevent them 
from swivelling. The foot posts are supplied with wood blocks that level 
the beds. This equipment makes the beds as stable as if they were without 
casters, and prevents the beds from moving away when weak patients get 
in and out of them. The beds with these large-wheeled casters are easily 
moved by attendants or nurses, who lift up the foot of the bed, trundling 
it like a hand truck, as shown in the accompanying illustration. The 
wheels, being rigidly fixed in one direction, trail accurately so that one 
person can move the beds quickly and without collisions with other beds, 
striking door jambs, etc., as is the case when swivelling casters are used. 
This type cf caster is inexpensive and when correctly installed results in 
the very important advantage of requiring only one person to move a 
patient. As an added advantage, there is no delay in preparing the patient 
to be moved. 

This caster equipment has been found to be very satisfactory for all the 
light weight cot beds such as are generally in use in the older institutions. 
It is well adapted to beds that are normally stationary in the wards or 
rooms. For heavy beds with mechanical equipment, etc., that are normally 
moved about daily, additional swivelling casters are required for the foot 
posts. 

Horizontal exits for cot beds should, in all cases, be not less than 66 
inches wide to permit persons to pass through the doorway while a bed 
is being moved through it. In ordinary size wards one person can trundle 
a bed to safety in half a minute, or six patients in three minutes. Pro- 
vision should therefore be made in the fire drills to have one person 
respond to fire alarms for every six patients in the wards affected. Suit- 
able aisle cr other space must be kept unobstructed in adjoining wards on 
each side of the fire wall to accommodate the beds to be moved into them 
in emergency. A real fire-drill in which the bed patients are actually 
moved into adjoining wards (or safety) should be operated at least every 
two weeks. This will establish confidence on the part of the bed patients 
and by affording practice for the attendants, more speed and less confusion 
will result in case of fire. 

There is much more detail that could be given and discussed in regard 
to the construction features of the fire walls and the horizontal exits, espe- 
cially the treatment of the adjoining sections to prevent the spread of fire 
around the fire walls, but this would be technical and interesting only to 
architects and building contractors. 
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The Meeting of the Board of Trustees 


HE BOARD OF TRUSTEES held its regular quarterly meeting at the 

Association headquarters in Chicago on June 4. The members of 

the board who were present were: Mr. Paul H. Fesler, Dr. George 
F. Stephens, Mr. Asa S. Bacon, Miss Carolyn E. Davis, Rev. Maurice F. 
Griffin, Dr. E. T. Olsen, and Dr. Winford H. Smith. 

The board arranged for the re-financing of the mortgage on the head- 
quarters property of the Association, which has been reduced from $50,000 
to $35,000 within the last seven months. 

The executive secretary reported the finances of the Association in good 
shape with the income of the Association for the present year promising 
to balance with the disbursements. The treasurer reported that there was 
no current indebtedness and the only outstanding indebtedness was the 
first mortgage loan held by the First National Bank of Chicago in the sum 
of $35,000 and outstanding bonds of the Association held in the Associa- 
tion treasury to the amount of $21,100. The original issue of the bonds 
authorized at the time of purchase of the building was $60,000 and the 
original mortgage was $60,000. The net assets of the Association at 
present are in excess of $90,000. 

The Library Committee reported that under the terms of the agreement 
with the American Conference on Hospital Service, the Library and its 
assets would become the property of the Association on July 1 of this year. 

Plans for the Detroit convention were presented and discussed and the 
arrangements were perfected for one of the most successful meetings of 
the Association, to be held in September. The program arrangements as 
outlined promise. the most interesting and valuable conferences in the 
Association’s history. 

President Fesler reported upon the work of the Veterans’ Hospitaliza- 
tion Committee and its accomplishments. The full report of the activities 
of the committee will be turned over to the American Legion officials for 
consideration at their Portland convention and there is a strong probabil- 
ity that the American Hospital Association program will be endorsed in full. 

The board of trustees considered the advisability and propriety of pre- 
senting the financial situation of many of the voluntary hospitals to the 
Reconstruction Finance Corporation. There was an extended discussion 
of this proposal. The board was of the opinion that it was not within 
the province of the Reconstruction Finance Corporation to consider relief 
of this character, but felt that when, as, and if the board made allotment 
to the different states, the hospitals located in each state might, if neces- 
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sary, make application direct to the state authorities in charge of this 
relief fund. 

The publishers in charge of compiling the Hospital Directory had for- 
warded rewrites of the information given by different hospitals which are 
to be incorporated in the directory. Reports from hospitals replying to 
their questionnaire for information were very satisfactory and they stated 
they had been receiving reports at the rate of seventy per day. When 
completed the book will consist of a volume of 1,250 pages and will include 
every hospital in the United States, with as much detail as is voluntarily 
supplied by the individual institutions. 

The board instructed the executive secretary to cable a message of 
felicitation from the board and members of the American Hospital Asso- 
ciaticn to the Joint Conference of the British Hospitals Association and the 
Incorporated Association of Hospital Officers, who were holding their 
meeting in Liverpool, June 9 to 16. 





+ oo 


Will of Edward F. Swift Provides for Two Hospitals 


Under the terms of the will of Mr. Edward F. Swift, who died recently, 
one-third of his estate, estimated at between $4,500,000 and $5,000,000, 
has been allotted for the purpose of establishing two hospitals, one on the 
north side in Chicago and one on the south side in the stockyards district. 
lhe will provides that one-half of the fund set aside for each hospital 
is to be used for lands, buildings, and equipment and the remainder for 
permanent endowment. He invited his brothers and sisters to join in the 
support of both hospitals and desired that the public be accorded the 
privilege of contributing to both. He appealed to the Chicago packing 
industry to support the south side hospital, in particular. “It is my desire,” 
Mr. Swift wrote in his will, “that such hospitals may be of the greatest 
aid to suffering humanity, and be non-sectarian and remain free from the 
control of any denomination, sect, or profession.” 
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The Seventeenth Annual Convention of the 
Catholic Hospital Association 


The Catholic Hospital Association of the United States and Canada held 
its seventeenth annual convention at Villanova College, Villanova, Pennsyl- 
vania, June 21-24. The convention’s general subject was “The Achieve- 
ments of the Catholic Hospital.” The program ccmmittee, consisting of 
the president, Rev. Alphonse M. Schwitalla, S.J., Sister M. Irene, and Mr. 
M. R. Kneifl, executive secretary of the Association, arranged a program 
that was of unusual interest not only to the Catholic hospitals but to the 
entire hospital field. The subjects and the people selected to discuss them 
attracted an unusually large attendance at this convention. 

The convention opened with a Solemn High Mass at the Villanova Col- 
lege Chapel with Rev. Schwitalla celebrant. At the opening session Tues- 
day morning the president, Rev. Schwitalla, was in the chair and the greet- 
ings from the Archdiocese were received. Very Rev. James H. Griffin 
presented the greetings from Villanova College,, Father Schwitalla de- 
livered his presidential address, and the reports of the several committees 
were made to the convention. 

Three sessions were held on Tuesday afternoon, the first on the 
general subject of THE FoRMULATION AND APPLICATION OF STANDARDS, 
at which Dr. J. A. MeGlinn presided. The following subjects were pre- 
sented: “Standards for Professicnal Departments of the Hospital” by Dr. 
N. B. Van Etten; “The Organization of the Medical Staff” by Dr. R. J. 
McGraw; “The Organization of the Resident Staff” by Dr. G. O. Broun; 
“The Organization of the Nursing Staff” by Sister M. Laurentine, R.N. 
At the second meeting, on the general subject of ADMIssION OF PATIENTS 
AND Mepicat Recorps the following addresses were delivered: “The Ad- 
missicn Policy” by Rev. J. J. O'Connell; “Nomenclature of Diseases and 
Operations” by Dr. E. H. Lewinski-Corwin; “The Medical Audit” . by 
Sister Celeste Maria; “Needs Versus Reality in Medical Social Service” 
by Rev. Francis J. Haas. Dr. H. K. Seelaus presided over this sectional 
meeting. The third meeting was on the subject ADMINISTRATION OF THE 
SCHOOL OF NURSING, and the following topics were presented: “Educa- 
tional Affiliation,” Sister M. Gertrudis ; “Hospital Affiliation” by Sister Rose 
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Therese; “The Evaluation of Entrance Credentials” by Sister M. Car- 
melita; “The Function of the Full Time Instructor” by Sister M. Giles; 
and “The Curriculum of the School of Nursing from an Educational Point 
of View.” ‘The session was presided over by Sister Helen Jarrell, R.N. 

On Wednesday morning the general subject was THE SPIRIT OF THE 
Hospital, Rev. Joseph F. Higgins, presiding. Among the papers presented 
were: “Report of the Committee on Vocations” by Rev. Alphonse M. 
Schwitalla, S.J.; “Organized Religious Activities” by Rev. E. C. McEniry; 
“Codperation of Chaplains” by Rt. Rev. Monsignor Leo G. Fink; ‘“‘Activi- 
ties of the Hospital Chaplain” by Rev. Patrick M. Butler; “The Surgical 
Code” by Rev. Linus A. Lilly, S.J., and “Present Status of Medical 
Activities in the Church’s Mission Field.” 

On Wednesday afternoon there were three general sessions, the first on 
the subject PHysicAL OPERATING Factors, Dr. Malcolm T. MacEachern, 
presiding. The subjects were as follows: “The Plan of Development’’ 
by Paul Fesler; ‘“Beds—Maintenance Costs” by Rev. G. Verreault; 
“Dietary Service—Costs” by Sister M. Alexius Gavin; ‘Central Linen 
Service” by Sister M. Felicite; “Central Supply Service” by Sister M. 
Francis Xavier. The second meeting, over which Dr. Thomas J. Ryan 
presided, was on the subject SpecIAL DEPARTMENTS. The subjects were as 
follows: “Essential Factors of a Diagnostic Service” by Dr. James P. 
Dean; “Standards of Adequacy for the Pathological Service in a General 
Hospital” by Dr. Eugene R. Whitmore; “The Care of the Whole Child 
through the Hospital Pediatrics Service” by Dr. Y. Yoshida; ‘Special 
Nursing Problems in Orthopedic Cases,’ Dr. Herbert C. Fett; ‘The 
Pharmacy’s Place in a Progressive Hospital” by Dr. Howard C. Newton. 
The third sectional meeting on the subject Nursinc EpucaTIon was pre- 
sided over by Rev. Terrence H. Ahearn. The subjects presented were: 
“Extra-Curricular Activities of the School of Nursing” by Sister M. 
Andrew ; “Codrdination between the Hospital and the School of Nursing” 
by Sister Mary Florence; “The Scholastic Record” by Sister M. Mechtilde ; 
and “Health Service of the Student Nurse” by Dr. E. Lee Shrader. 

On Thursday morning there was a general meeting with the Rev. 
Maurice F. Griffin, presiding. Among the topics presented were: “Stand- 
ards of Administration” by Rev. Mother M. Concordia; “Financial Stand- 
ards” by Rev. Maurice F. Griffin; “Financial Standards Under Present 
Conditions” by John R. Mannix; and “Federal and State Hospital Legis- 
lation.” 

On Thursday afternoon there were three sectional meetings, the first 
being on the general subject of Spectra Services over which Dr. William 
Bransfield presided. The following papers were delivered: “Simplifica- 
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tion of Physiotherapy” by Dr. Alex. Jos. Kotkis; “The Establishment 
of Occupational Therapy Service’ by Sister M. Loretto; “Limitation of 
Free Service in the Out-Patient Department” by Miss Margaret Cleary; 
‘Dental Service in the Hospital in Relation to Medical Care” by Dr. James 
P. Harper. The meeting on FEATURES IN THE CARE OF SPECIAL CASES was 
presided over by Dr. C. F. Nassau. The speakers and subjects were: 
“The Care of the Cancer Patient” by Dr. Burton J. Lee; “The Department 
for Nervous and Mental Patients in a General Hospital” by Sister M. 
Cosmas; “Service for the Incurable Patient” by Sister M. Casey; “‘Estab- 
lishment of Convalescent Service” by Dr. Gerald T. Wilke; and “Require- 
ments for the Care of the Tubercular Patient” by Dr. Michael A. Cun- 
ningham. The Reverend Ralph J. Glover presided over the third after- 
noon meeting on PuBLIC RELATION OF THE HOSPITAL AND THE SCHOOL 
or Nursinc, and the follcwing subjects were discussed: ‘‘National Hos- 
pital Development” by Mr. Homer F. Sanger, “The Hospital as the Center 
of Public Health Activity” by Mr. Morris L. Cooke, “Institutional Groups” 
by Sister St. Joseph, and “The Allied Institution” by The Rev. John W. 
Barrett. 

The meeting closed on Friday morning with a Pontifical Mass celebrated 
by the Rt. Rev. Gerald P. O’Hara, Auxiliary Bishop of Philadelphia. 
There was a general meeting on ADMINISTRATION OF THE SCHOOL OF 
NursInG, Sister M. Henrietta presiding. The Report of the Committee 
on the Grading of Nursing Schools was presented by Miss Elizabeth C. 
Burgess; “Summary of Nursing Education Report” by Sister M. Hen- 
rietta; “The Administration of the School of Nursing” by Sister M. 
Berenice; “The Function of the Superintendent of Nurses in Relation to 
the School of Nursing” by Sister M. Ascella; and “Foundation of the 
:ducational Director of the School of Nursing” by Dr. E. Lee Shrader. 

One of the most interesting features of the convention was the educa- 
tional and technical exhibit. It was particularly well arranged and con- 
sisted of an interesting presentation of hospital supplies and equipment. 
Representative firms dealing in hospital supplies and equipment had ar- 
ranged for the convention delegates and their guests an exhibit that was 
attractive and complete in detail and of definite educational value. 

The annual convention of the Catholic Hospital Association resulted in 
the greatest possible good to Catholic institutions and through them to 
all other hospitals. Father Schwitalla and Mr. Kneifl, the executive secre- 
tary, deserve a great credit for the arrangements of an excellent program 
and most successful convention. 
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Western Hospital Association 


The Western Hospital Association held its annual conference at Salt 
Lake City June 14, 15, and 16. After registration at headquarters, Hotel 
Utah, the delegates attended an organ recital at the Mormon Tabernacle 
on Tuesday morning. At the afternoon session Dr. B. W. Black, president, 
delivered his presidential address and the reports of the various com- 
mittees were presented. The election of officers was held and the place 
for holding the next annual meeting was decided upon. 

On Tuesday evening the session was a public meeting held in Assembly 
Hall, with President B. W. Black in the chair. The delegates were wel- 
comed by the Hon. George H. Dorn, governor of Utah, and the Hon. Louis 
Marcus, mayor of Salt Lake City. The response was made by Mr. G. W. 
Olson, past president of the Western Hospital Association. President 
Heber J. Grant of the Mormon Church delivered an address on ‘The 
Mormons in Utah,” and Mr. Adam S. Bennion on ‘What the Public Owes 
to the Hospital.” 

On Wednesday, June 15, the morning session was given over to a dis- 
cussion of economic problems. Dr. Robert Warner was in the chair. 
The features were: “Hospital Problems and their Relationship to the 
Present Economic Conditions,” presented by Dr. Malcolm T. Mac- 
EKachern, which was discussed by President B. W. Black; “Patients for 
Whose Care the Public Is Responsible,” presented by Mr. Carl Badger, 
attorney of Salt Lake City ; “Emergency Care” by Matthew O. Foley, busi- 
ness manager of Hospital Management, Chicago; “Legislation Needed for 
the Good of Hospitals’’ by Jesse Budge, attorney of Salt Lake City; 
“Hospital Standards” by Dr. Charles W. Moots, representative of the 
American College of Surgeons; and a round table discussion. 

The Wednesday afternocn session was given over to nursing problems. 
Among the topics presented were: “Hospitals Should Operate Training 
Schools” by Miss D. Dean Urch, superintendent of nurses, Highland Hos- 
pital, Oakland, California; “The Advantages of Operating Hospitals Ex- 
clusively with Graduate Nurses” by G. Waite Curtis of San Francisco; 
“Nursing Standards” by Mr. Paul H. Fesler, president of the American 
Hospital Association. These were followed by round tables led by Dr. 
MacKEachern and Mr. G. W. Olson. 

The annual banquet was held at the Hotel Utah on Wednesday evening, 
with President B. W. Black presiding. The annual report of the president 
was presented at this meeting. 


The forenoon session on June 16 was devoted to general hospital prob- 
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lems: “Housekeeping Department and Purchasing” by E. L. Slack, super- 
intendent, Samuel Merritt Hospital, Oakland; “Methods of Securing and 
Performing Autopsies and Their Value as a Teaching Function of the 
Hospital” by Dr. L. L. Daines, dean of medicine, University of Utah, Salt 
Lake City; “Special Service in a Modern Hospital” by Mrs. Margaret 
Smith of the Thomas D. Dee Memorial Hospital, Ogden, Utah; “Public 
Relations” by John McNamara, managing editor of Modern Hospital, 
Chicago; followed by round tables led by Dr. MacKachern and Mr. G. W. 
Olson. 

At the afternoon session President B. W. Black was in the chair. Among 
the papers presented was “Simplified Modern Accounting” by John M. 
Pierce, research director, California Tax Payers Association, Sacramento, 
California. There was a public hospital section over which Dr. Charles 
E. Session, superintendent, San Diego County Hospital, San Diego, Calli- 
fornia, presided, and a round table discussion led by Paul Fesler. The 
subject “Shall the Budget Balance?” was presented by Rev. John Edward 
Carver, pastor of the Presbyterian Church of Ogden, Utah. 

The attendance at the Western Hospital Association meeting was very 
satisfactory. In spite of the distance and difficulties of travel the meeting 
was a successful one from the standpoint of interest and attendance. Dr. 
Malcolm T. MacKachern represented the American College of Surgeons 
and President Paul H. Fesler the American Hospital Association at this 
meeting. 

*e¢ 


The Annual Meeting of the Mid-West Hospital Association 





HE SIXTH ANNUAL meeting of the Mid-West Hospital Association, 

consisting of representatives from the states of Colorado, Kansas, 

Missouri, and Oklahoma, was held at the Chase Hotel in St. Louis 
on June 2 and 3. The meeting was unusually well attended with a regis- 
tration of 250 trustees, superintendents and department heads of the hos- 
pitals in the four states. The program was particularly well arranged. 
The president of the Mid-West Hospital Association, Miss E. Muriel 
Anscombe, superintendent of the Jewish Hospital, St. Louis, contributed 
a great deal of her time toward assuring the success of this meeting. 

The meeting opened with Miss Anscombe presiding and Dr. Eugene A. 
Scharff, superintendent of the St. Louis County Hospital, Clayton, Mo., 
reported as chairman of the Committee on Dispatch of Business. The 
invocation was delivered by Rev. F. P. Jens, superintendent of the 
Deaconess Hospital, St. Louis. Rev. R. D. S. Putney, superintendent 
of St. Luke’s Hospital, St. Louis, presented the greetings from the St. 
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Louis hospitals. The minutes of the previous meeting were read and the 
reports of several committees of the Mid-West Hospital Association were 
presented. Dr. William H. Walsh, past executive secretary of the Ameri- 
can Hospital Association, addressed the meeting upon “Geographical 
Membership.” Dr. B. A. Wilkes, consultant for Baptist hospitals in 
Missouri, outlined “Scme Suggestions to Meet Present Economic Condi- 
tions in Hospitals.” Dr. Bert W. Caldwell spoke to the delegates on 
“State Laws Affecting Hospitals Comprising the Mid-West Hospital Asso- 
ciation.” The morning papers were discussed by Dr. G. W. Jones and 
several others. 

The afternocn session was called to order with Mr. Frank J. Walter, 
president of the Colorado Hospital Association and superintendent of St. 
Luke’s Hospital, Denver, in the chair. The meeting opened with a discus- 
sion of Dr. Caldwell’s address on “State Laws Affecting Hospitals’ by 
the Hon. James A. Singer, attorney-at-law of St. Louis. “The Qualifica- 
tions and Responsibilities of a Record Librarian” was the subject pre- 
sented by Dr. Malcolm T. MacEachern, director of hospital activities of the 
American College of Surgeons. Mr. J. P. Jacobs, credit manager of the 
Missouri Baptist Hospital, St. Louis, presented an interesting paper on 
“An Experiment in Cooperative Collection of Hospital Accounts.” After 
the presentation of the afternoon’s program there was a general round 
table discussion. At the banquet on Thursday evening President E. Muriel 
Anscombe presided as toastmistress. The guests of the association seated 
at the speakers’ table were introduced. The address of the evening was 
delivered by Dr. C. Rufus Rorem, associate for medical services of the 
Julius Rosenwald Fund, Chicago. A very delightful musical program was 
interspersed between the addresses of the evening. Following the banquet 
the annual ball was held. 

The Friday morning session opened with Dr. G. W. Jones, president 
of the Kansas Hospital Association, in the chair. Mr. Paul H. Fesler, 
president of the American Hospital Association, addressed the conventior 
on “What the American Hospital Association Does for You.” Mr. 
Matthew O. Foley, editor of Hospital Management, Chicago, presented a 
paper on “The Importance of a Survey Preliminary to a Hospital Building 
Program.” The address was discussed by Mr. H. C. Smith, business 
manager of the State University Hospital and Oklahoma Hospital for 
Crippled Children. Mr. John A. McNamara, editor of Modern Hospital, 
Chicago, addressed the convention on “Responsibilities of Boards of 
Trustees.” This subject was discussed by Mr. Aaron Waldheim, president 
of the Jewish Hospital of St. Louis. Dr. Rush KE. Castelaw opened a 
discussion on “Graduate Nursing Service versus Student Service in a 
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Small Hospital.” His paper was discussed “from an economic viewpoint” 
by Mr. Walter J. Grolton, superintendent, Missouri Pacific Hospitals, St. 
Louis; and “from an educational viewpoint” by Miss Louise Hilligass, 
superintendent, University Hospitals, Columbia, Missouri. The morning's 
program was closed with a forum on “Efficiency in Food Service.” Mrs. 
Lee Shrader, dietitian of Barnes Hospital, St. Louis, discussed it “from 
the viewpoint of ward patients”; Sister Clara, De Paul Hospital, St. Louis, 
“from the viewpoint of private patients’; Mr. G. E. Quick of O’Meara 
& Hills, architects, St. Louis, “from an engineering point of view.” 

At the afternoon session Dr. Malcolm T. MacEachern presided and 
conducted the round table. This was an open forum in which all delegates 
who desired presented questions in which they were interested and they 
were discussed from the floor. Mr. J. R. Smiley, superintendent of St. 
Luke’s Hospital, Kansas City, Missouri, presented the report of the Com- 
mittee on Resolutions and Recommendations. 

After the presentation of this report Mr. J. R. Smiley, president-elect, 
was installed as president of the Mid-West Hospital Association for the 
coming year. The officers of the Mid-West Hospital Association were 
elected as follows: president-elect, Mr. George W. Miller, superintendent, 
Morningside Hospital, Tulsa, Oklahoma; first vice-president, Dr. H. A. 
Green, Boulder, Colorado; second vice-president, Sister Alphonsine, R.N., 
De Paul Hospital, St. Louis; executive secretary and treasurer, Mr. W. J. 
Grolton, superintendent, Missouri Pacific Hospital, St. Louis. 

At the business meeting of the Missouri State Hospital Association the 
following officers were elected: president, Mr. E. E. King, superintendent, 
Missouri Baptist Hospital, St. Louis; first vice-president, Miss Cordelia 
Ranz, Mexico; second vice-president, Miss Eleanor Kielly, Columbia; 
treasurer, Mrs. Mary Keith, St. Louis; executive secretary, Mr. W. J. 
Grolton, St. Louis. 

—_—_+0«—____ 
South Dakota Hospital Association Meeting 
HE STATE HOSPITAL ASSOCIATION of South Dakota met at its annual 
convention June 7 and 8 at the Widman Hotel, Mitchell. The meet- 
ing was a very successful one and brought together a very good 
representation from the hospitals of South Dakota as well as a few from 
North Dakota and Minnesota. Arrangements for the convention were 
made by Dr. J. S. Harkness, president of the South Dakota Hospital 
Association, and connected with the Methodist State Hospital at Mitchell, 
and Mr. C. W. Carlson, secretary. The program was outlined so that all 
who attended the convention could present their own topics and discuss 
them in the open forum meetings. There was but one stated discussion 
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presented and that was by Dr. H. J. Bartron of Watertown upon “Hos- 
pital Legislation.” The convention decided upon the character of the 
legislation which was to be presented to the state legislature and a com- 
mittee was appointed with full power to draW up the bills and have them 
prepared in due form for the consideration of the legislature at its meeting 
this coming winter. Included with these bills are the lien bill, compensa- 
tion legislation, and the automobile bill. 

The three open forum sessions were well attended and all very interest- 
ing and well conducted. The questions centered very largely around the 
problems that were more closely related to the South Dakota hospitals. 

At the conclusion of the sessions the following officers were elected for 
the coming year: president, Dr. H. J. Bartron, Watertown; vice-president, 
Sister Mother Agatha, Sioux Falls; secretary-treasurer, C. W. Carlson, 
Sioux Falls. 


——--# @@ 


COMING MEETINGS 


National Hospital Association, Los Angeles, August 15. 

West Virginia Hospital Association, Elkins, September 1. 

American Hospital Association, Detroit, September 12-16. 

American Protestant Hospital Association, Detroit, September 9-12. 

American Association of Hospital Social Workers, Detroit, September 
12-16. 

American Occupational Therapy Association, Detroit, September 12-16. 

Association of Record Librarians of North America, Detroit, September 
12-16. 

Children’s Hospital Association, Detroit, September 12-16. 

American College of Surgeons (Hospital Conference), St. Louis, October 
17-21. 

Clinic Managers Conference, Mankato, Minnesota, October. 

Ontario Hospital Association, Toronto, October 26-28. 

American Public Health Association, Washington, D. C., October 27-29. 

Colorado Hospital Association, Colorado Springs, November 8-9. 
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Report of the Work of the Library for May 


Package libraries circulated......... 


Additional material circulated : 
Pamphlets 
Bulletins 
Reports 
Books 
Plans 


Inquiries from institutions...... 92 
Inquiries from individuals...... 46 


Total number of inquiries...... 138 


Distribution 


PPT er re | 
SNE 25 6k nek ke een 3 
Associations and organizations... 6 
PUI os ote ne an aes 2 
Building committee memler.... 1 
Business managers ........... 4 
Colleges and universities....... 4 
Commercial firms ............ 3 
Consulting accountant ........ 1 
SI ck nace tisunywiens es 2 
SEE eee ee eee 2 
Kducational director .......... 1 
High school students.......... 7 
Hospital superintendents ...... 24 
Hospital superintendents (assist.) 4 
END i wis oa dA Rae ewes 2 
Missionary student ........... l 
Nurses 

Head (1), Instructress (3), 

Principal (3), Student (16), 

Superintendent (3) 

WO ko whee naa ance nase 26 


iiubacwd ebb Reen aw ena 75 
events stderinspeeweaeueee 5 
eT e er eT ee ee 23 
oi witeVndw od eee tana 15 
ote hikee nena Pebeaa Pea 2 
New material received: 
DN casks Ks carcass 4 
re 148 
Occupational therapists ........ 6 
Post-graduate students ....... 10 
Purchasing agent .........-.-. l 
Record lhwartan ......6. 0s l 
Social WOUMIS 2. < nos seuvasn- 3 
Student of hospital administration 1 
WRUSIES soso, 9923 oes tee 1 
Welfare worker .............. l 
Telephoned requests .......... 32 
en ee 31 
Fo hm 236 
Overdue notices sent.......... 40 
New package libraries assembled 27 
Package libraries rebound...... 90 
Inquiries from foreign countries : 
TTT rere ee ] 
Df ccsc hoieeeereeiaene 10 
ere I 
REP ons Rate den sae eee 12 
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New Products of Interest to Hospitals 


A new electrical machine for billing, payroll, and other accounting work 
is said to multiply four times faster than any mechanical method. It will 
permanently record, multiply eight figures by eight figures in eight sec- 
onde... .. 

Relative humidity of the air in a room can be governed as closely as its 
heat by means of a new device for the control of humidifying equip- 
nient. . . . 

A new clay brick, not yet available commercially, is so light it floats. It 
is said to be strong, impervious to water, a good heat insulator. It can be 
sawed ; trim can be nailed to it. . 

A new movable, sound-proofed sectional steel wall, factory-fabricated 
and decorated, is designed to replace tile and plaster corridor and dividing 
walls. A hinged base carries telephone and electric wires. . . . 

Sudanette is a new material made of long staple cotton as fine as silk and 
manufactured from cotton grown in Sudan, Africa. The more it is washed 
the more silk-like in appearance it becomes. It is sun-fast, tub-fast and 
never shrinks. It is an ideal material for nurses’ uniforms, drapes, sports 
wear, and many other uses. A waterproof material made from it has been 
especially treated with compounded rubber processing which makes it par- 
ticularly desirable for hospitals. This material will not crack, harden, or 
peel and does not mildew nor mould from dampness. It may be washed 
and ironed and is particularly useful as material for making draw sheets, 
pillow cases, shower bath curtains, surgeons’ aprons, baby sheets, ete. 


A new device, useful for marking and re-marking in tool cribs, labora- 
tories, stock rooms, permits writing on steel or glass with almost the 
facility of writing on paper... . 


Another noise diminisher is a rubber-covered milk bottle carrier, in 
which soft rubber is caused to adhere directly to the metal. It is durable, 
washable, can be sterilized. . . . 





A new type of wall covering—a composition of cork, pigments, and lin- 
seed oil, keyed to a fabric backing—is said to be waterproof, washable, 


economical, and durable. . . . 
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NEW PRODUCTS 


The effect of wood-paneled rooms is achieved by use of a new gypsum 
wallboard grained to resemble wood. 


Another material, now available in wood or marble finish, consists of 
sheets of paper or cloth treated with phenolic resins and subjected to heat 
and pressure. Metal hard, it’s also used for gears, acid troughs, table 


tops... 





American Occupational Therapy Association Directory 

The American Occupational Therapy Association is about to issue its 
first Annual Directory of Qualified Occupational Therapists, which will 
include the names of those who applied and were found qualified for ad- 
mission to the National Register established by the Association early in 
1931. 

It is interesting to recall that the late Dr. Thomas W. Salmon, who was 
keenly interested in treatment by occupations, not only for persons suffer- 
ing from mental and nervous disorders but for many other types of illness 
and disability, suggested some years ago that the association establish a 
register or directory of properly qualified workers, ‘to protect hospitals 
and related institutions from unqualified persons posing as occupational 
therapists.” 

Speaking not only for himself, but for other physicians interested in 
occupational treatment, Dr. Salmon also said, ““We wanted a directory 
to which we could refer for information about a candidate for a position 
in occupational therapy with as much assurance as we refer to the directory 
of the American Medical Association for information about a doctor.” 

Acting on the advice of leading medical and nursing organizations, the 
association decided, as a first step toward the establishment of a national 
directory, to set up minimum standards of training, which were first 
promulgated in 1923. The standards were raised in 1926 and again in 
1929, and the latest standards are now being met in the leading training 
schcols recommended by the association. 

It is gratifying to record that graduates of some of the leading occupa- 
tional therapy training schools in the United States are holding leading 
positions in other countries; also that several students from: abroad are at 
present taking training in our schools. Copies of the new directory may 
be secured from the association at 175 Fifth Avenue, New York, N. Y. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
March 26 to June 22, 1932 





Arizona 
ae Dieeiat TAG. as cio 6s ees oh ka ee Rene Ganado 
Illinois 
ven Dane TI cei ei eee ii enter yerseevares Ottawa 
Iowa 
pt. Foomrs Mery Thoma: i. icsas iiss eden svewesspioe Clinton 
Minnesota 
ee eT Pere Te eee ree ee Duluth 
New York 
emedact Memorial Tomita. «3. ccaiis i vcdes vende vey Ballston Spa 
Bassett Hospital; The Mary Imogene... ..... 6.06000 neess Cooperstown 
New York Orthopaedic Dispensary and Hospital.............. New York 
North Dakota 
Be er eee ere ee eee eee Devil's Lake 
Ohio 
Newark Hospital Association............-cceccecescesceccee + NeWark 
Pennsylvania 
ee NE IN og eile Map sew ease OKe Se OREO d Coaldale 
See So NONI 5 dvsness vw kab dd ee eS Kingston 
Mercy Hospital and School for Nurses...............0005: Philadelphia 
Ce ee | are Rochester 
Loree Biowmibes Seats Tioapitel iis cn ect es even eedaes Shenandoah 
Texas 
ee ee ey eee Wichita Falls 
Vermont 
NE IN oo 5 no Pea wee ese k a ics oer 25 RES Middlebury 
Oricans County Memorial Moaptisl...... 2.0... 06 56s00ce: Newport 


West Virginia 


Pocahontas Memorial Hospital... 25.60. ..0c0cccecceeseces Marlinton 
Wisconsin 
NING TION. oad ra be idee cows dd eS oweRee Milwaukee 
Mumia Wenner HAGAN... oe osc vo kn cee ce cc sv ccsbesese Wausau 
Canada 
Children’s Memorial Hospital...................05. Montreal, P. O. 


Porto Rico 
Infants’ Catholic Dispensary and Hospital................000000. Ponce 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 
March 26 to June 22, 1932 


Arizona 


Salsbury, Clarence G., M.D., supt., Sage Memorial Hospital, Ganado. 


Colorado 


Cochems, Frank, M.D., supt., Red Cross Hospital, Salida. 
Cyril, Sister, R.N., supt., St. Mary’s Hospital, Pueblo. 
Emerentia, Sister, supt., St. Anthony’s Hospital, Denver. 


Connecticut 


Hinsley, Joseph W., asst. supt., Hartford Hospital, Hartford. 


District of Columbia 


Creglow, Mrs. Elizabeth R., asst. chief, library section, Veterans’ Admin- 
istration, Washington. 


Georgia 


Smith, V. J., pharmacist and purch. agt., Georgia Baptist Hospital, Atlanta. 


Illinois 


Crocker, Ada R., dir. sch. nrsg., St. Luke’s Hospital, Chicago. 

Jennings, Mrs. Babette, dir. soc. serv. and disp., Children’s Memorial Hos- 
pital, Chicago. 

Kleyensteuber, F. Thomas, chief engr., Wesley Memorial Hospital, Chi- 
cago. 

Knapp, Bertha L., dir. nrsg., Wesley Memorial Hospital, Chicago. 

Koebke, Ada M., dir. nrsg., Ravenswood Hospital Association, Chicago. 

Muncie, F. T., comptroller, St. Luke’s Hospital, Chicago. 

Palmer, Madge G., rec. libr., St. Luke’s Hospital, Chicago. 

Patterson, David, supt. maintenance, West Suburban Hospital, Oak Park. 

Putnam, Kate M., supt., McKinley Hospital, Urbana. 

Smith, Katherine H., R.N., supt., Graham Hospital Association, Canton. 

Vadakin, Charles [., asst. supt., Ravenswood Hospital Association, Chi- 
cago. 

Indiana 

DePaul, Sister, pres., St. Mary's Hospital, Evansville. 

Katz, Mrs. Florence, bus. mgr., Clark County Memorial Hospital, Jeffer- 
sonville. 

Kline, Anna, R.N., supt. nrs., State Tuberculosis Sanatorium, Rockville. 

O’Connor, Mrs. Josephine B., R.N., supt., Clay County Hospital, Brazil. 
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Iowa 


Aloysius, Sister Mary, supvr. oper. rm., Mercy Hospital, Des Moines. 

Amundson, Marie, supt., Osceola Hospital, Sibley. 

Bonaventure, Sister, supt., St. Bernard Hospital, Council Bluffs. 

Camullus, Sister Mary, supt. nrs., Mercy Hospital, Council Bluffs. 

DeLellis, Sister Mary, supt., Mercy Hospital, Oelwein. 

Elwing, Edna M., asst. supt., The Methodist Hospital, Sioux City. 

Frances, Sister Mary, supt., St. Francis Hospital, Burlington. 

Greenleaf, W. S., secy., Atlantic Hospital, Atlantic. 

Hobart, R. R., bus. mgr., lowa Methodist Hospital, Des Moines. 

Larson, Edna, R.N., supt., King’s Daughters’ Hospital, Perry. 

Lorenzen, Emma, supt., Palo Alto Hospital, Emmetsburg. 

Matzner, Adolph, supt., Evangelical Deaconess Home and Hospital, Mar- 
shalltown. 

Maxwell, Mary M., dir. soc. serv. dept., State University of Iowa Hospi- 
tal, Iowa City. 

Mills, D. L., supt., Park Hospital, Mason City. 

Murphy, Mrs. Ida, R.N., supt., Harlan Hospital, Harlan. 

Teresene, Sister, supt., Mercy Hospital, Burlington. 


Kentucky 
Wilber, H. R., M.D., mgr., Elizabeth Hospital, |ebanon. 


Louisiana 


Groner, Edward, supt., Baptist Hospital, Alexandria. 


Massachusetts 
Dailey, Edward J., M.D., med. dir., Central Hospital, Somerville. 
Ragsdale, L. V., M.D., asst. dir., Massachusetts General Hospital, Boston. 
Sharpe, N. Gertrude, R.N., supt., Morton Hospital, Taunton. 
Michigan 


Fausey, Glen W., supt., Warren Avenue Diagnostic Hospital, Detroit. 
Simmons, Mrs. Sarah W., supvr. childr. div., Herman Kiefer Hospital, 
Detroit. 
Minnesota 


Branton, A. F., M.D., supt., Willmar Hospital, Willmar. 
Mississippi 

Lewis, Charlotte, asst. supt., South Mississippi Charity Hospital, Laurel. 
Missouri 


Aloysius, Sister Mary, supt., St. John’s Hospital, St. Louis. 
Alphonsine, Sister, pres. and supt., DePaul Hospital, St. Louis. 
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New Jersey 
Bennett, W. F., M.D., asst. supt. in chg., Essex Mountain Sanatorium, 
Verona. 
New York 


Cleveland, Hayward, supt., Jamaica Hospital, Richmond Hill. 

Gifford, George E., mgr. accts. receiv., Presbyterian Hospital, New York. 
Okin, Debora, supt., Harlem Eye and Ear Hospital, New York. 

Wattel, Sophia P., R.N., supt., Crown Heights Hospital, Brooklyn. 


North Dakota 
Phillips, G. W., M.D., med. off. in chg., U. S. Veterans’ Hospital, Fargo. 
Tollefson, J. T., bus. mgr., St. Luke’s Hospital, Fargo. 
Oregon 
Cameron, B., supt., Portland Medical Hospital, Portland. 
Superior, Sister, supt., St. Vincent's Hospital, Portland. 
VanOsdel, Luella, R.N., supt., Pacific Christian Hospital, Itugene. 
Pennsylvania 
Grant, Placida J., dir. nrs., Locust Mountain State Hospital, Shenandoah. 
Jackson, J. Allen, M.D., supt., Danville State Hospital, Danville. 
Kennedy, Arthur M., administr., Hospital of the Woman's Medical College 
of Pennsylvania, Philadelphia. 
Melgaard, J. Marie, dir. diet. dept., Mount Sinai Hospital, Philadelphia. 
Tennessee 
Houser, Margaret O., R.N., 625 N. Trezevant Ave., Memphis. 
Virginia 
Gage, Nina D., dir. sch. nrsg., Hampton Institute, Hampton. 
Washington 
Ekland, Herina I., R.N., supt., Swedish Hospital, Seattle. 
Sorvik, Inga, R.N., supt., St. Luke’s Hospital, Seattle. 
Wisconsin 


Boren, Esther G., supvr. nrs., Marinette and Menominee Hospital, Mari- 
nette. 

Claveria, Sister, superior and supt., St. Mary’s Hospital, Wausau. 

King, Mrs. Ora T., R.N., supt., Cumberland Hospital, Cumberland. 

Nicolai, Vivian F., supt., Oconto County and City Hospital, Oconto. 

Schneider, Bro. Arnold, supt., Alexian Brothers’ Hospital, Oshkosh. 


Canada 
Holbrook, J. H., M.B., med. supt., Mountain Sanatorium, Hamilton, Ont. 
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Our Exhibitors 


HE MEMBERS of the American Hospital Association are particularly 

appreciative of the exhibit of hospital supplies and equipment which 

will be offered for their approval at the Detroit convention. Included 
is a list of more than 150 representative firms dealing with hospitals 
throughout the United States. Members of the American Hospital Asso- 
ciation would do well to confine their purchases to those who exhibit at our 
conventions. Their long record of honest dealing with our institutions, 
the quality of the merchandise which they sell, the pleasant personal rela- 
tions which they invariably maintain, and the ethical manner in which 
they conduct their business guarantee that there are no better concerns to 
patronize than thcse found in this list of exhibitors. Their appearance 
with their products year after year at our annual conventions has long 
identified them with the best interests of the hospital field. No more 
superior merchandise is offered by any other concern, and no more satts- 
factory business arrangements can be made with any other manufacturer 
or dealer than with those who exhibit at our conventions. 

The board of trustees of the American Hospital Association suggests 
that hospitals and their superintendents and purchasing agents give their 
business to those who exhibit with us and that when considering pur- 
chases they look over the fine exhibits which will be on display at the 
convention, 

The technical exhibits at the Association conventions are merchandise 
marts, and hospital people contemplating the purchase of hospital equip- 
ment will save a great deal of money and secure a better article by placing 


their orders through the exhibitors at the Detroit convention. 


Acme Cotton Products Company. ......6. 0.000666 se eeeeeseeeevees New York, N. Y. 
Surgical Dressings and Absorbent Cotton 

IEE re NIOT Ie VOIDS PIANO st foo fiasce sae Bie onad Gio ed sete el aero tig acelaag, 016s eons New York, N. Y. 
Garments for Hospital Personnel 

Pula COM Gl Pa RICAS oo sos ia pie St ees av oS le Hae Reta ee Pittsburgh, Pa. 


Alcoa Aluminum Chairs 


PeriCate EOSIN SIERO OMEN $5.55 xe Siok 55 eee Sieg oa OR SH LD ese ee 
Hospital Supplies, Oxygen Tents, Ete. 


Chicago, Il. 


American Journal ot Nursing, Whe. o.c.osiwa4 oe cate oc aeeean eee. New York, N. Y. 
Publication 
American lauhiury Avacwineny "CO.0sca. se cccucsee eee oe eee R eae ae Cincinnati, Ohio 


Laundry Equipment 


PASE NCAN ASCII POR MOG ace eatin ahh soca erential ae Soto aa ie Meee ate a 
Sterilisers and Hospiial Equipment 


PUPP COAtS HO Met eD  oecig hc are diars ae Spline wae wine aeewetomaummun Chicago, Ill. 
Indelible Ink Linen Marker 

PREIS TOM COT GEO cron aici s 6 a foarers rer svewretouda eo a bibs o'n n ndcassledisinw naa Lancaster, Pa. 
Flooring and Corkoustic Materials 

Agnoe’s- Central drerts try: TOt, NUESES 56:6 s55. so ses orsis.6.ens ewe 0G aod ce Sessa ns Chicago, Ill. 
Personnel Bureau 

Bande EaikersWo,, WHOM ayant co otluie eu tslers yeaa bare ole 6 Sle e/o-a'y alan ONE? MONK: INO, 


Surgical Knives and Scissors 
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7 class equipment, able 
and conscientious staff 
members, efficientand progres- 
sive management — all these 
are major essentials in the 
hospitalization of patients. 


Yet the prescription is never 
quite complete without Quiet 
— quiet in rooms and wards, 
quiet in corridors and lobbies, 
quiet in the kitchen. 


The solution of this problem 
is made easy by applying 
Acousti-Celotex sound absorb- 


ing tiles to your ceilings. No Operating room of the Boston Lying-In Hospital, Boston, Mass., 
deli 2 which relies upon Acousti-Celotex to assure its patients the quiet 
remodeling 1s mecessafy—ap- — thatissonecessary. Architects, Coolidge, Shepley, Bulfinch & Abbott. 


ply directly to existing surface. 


* ! & é 
Acousti-Celotex ceilings are cy 


pleasing to the eye and may be 
repainted repeatedly without 
impairing acoustical efficiency. 








Prescribe Acousti-Celotex and 
your patients will enjoy restful 
quiet. Nerves will not be so 
taut. Convalescence will be 
hastened. 


The Celotex Co., 919 N. Mich- 
igan Ave.,Chicago, Ill. Sales dis- 
tributors throughout the world. 
Acousti-Celotex is sold and in- 
stalled by Acousti-Celotex con- 


tracting engineers. In Canada: 
; bh Corridors of the Swedish Hospital, Minneapolis, Minn., are treated 
Alexander Murray & Co., Ltd., with Acousti-Celotex to absorb the noise of hurrying feet and mov« 








Montreal. ing equipment. Architects, Magney & Tusler. 
PAINTABLE PERMANENT 
COUSTI-]| ELOTEX 
Dera eet {52S 


TRADE MARK REGIOTERCO U PATENT OFFICE 


Acoustical Products for Every Purpose ... Acousti-Celotex Cane 
Fibre Tile... Acousti-Celotex Mineral Fibre Tile... Kalite 
Sound Absorbing Plaster... Write for full information. 
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Becton: arercanson Ce GO oss bo oer leced eee a ole we. Siar we Marede Rutherford, N. J. 
Thermometers, Hypodermic Needles and Syringes 

|B a8) esis Oc geen V Ra ro es Oo eee Hammond, Ind. 
Furniture, Instruments, and Sundries 

I SOIDOIgCOs SUNG = pace ts acre Giae sia oer Mike ee Le etis Armcyie slereeeve New Haven, Conn. 
Manufacturing Chemists 

| ES FAIS (x cuare oat GE ati |G fye Se BRR Dope OPE Chicago, Ill. 
Dishwashers and Mixing Machines 

Bostony Woven poser & upper COe jc. odin vse oe ote ee oa ae ceeds Boston, Mass. 
Rubber Goods 

LETS PSUR geste TUL, SOE ae pe Ee eSEEn Ee aaa tn en rete Chicago. Ll. 
Electro-physiotherapy Equipment 

Bargoublis: Adding Macniie (G0). 65 oss ceere disse ad sys coe vals o's Barmwe D Detroit, Mich. 
Accounting Machines 

Carolina Absorbent Cotton Go... i0'.ccaiieeccaesasseedsedcsgbaned Charlotte, N. Car. 
Absorbent Cotton, Gause, and Textiles 

GENS Nyt rte | 5.1) |e ge Ree Rem. OF en Oe South Norwalk, Conn. 
Initial Linen Marking Letters, Etc. 

CaetlenGo WWMOt n Sox ee ote the eo oltre Bocas b Do hae OS Ew wee Rochester, N. Y. 
Sterilizers 

Champions Dish My asnihae NeaCNC ECO. io vec Ske 8G wie wn ono nes eo eden Rees Erie, Pa. 
Dishwashing Machines 

Boe eee) Er Tede orc, 2 Ca Re a Eee ee ae a Boston, Mass. 
Metabolism Apparatus, Respirators, and Oxygen Tents 

Golson Goma. Nes ote ero cclac ai nse on Ae tee ei ena DurireR Re abe Elyria, Ohio 


Wheel Stretchers, Trucks, Casters, Canvas Baskets, and 
Food Conveyors 


Colt’ ssBatent-Bine cams PMC O. x. sess ile h vee sls cv nls ass Grow vines Hartford, Conn. 
Dish and Silver Cleaning Machines 

Gonnecticnt “Bel Glee C0. 6-3 oo icine cee ticcssereeves wns ees tetiaen, Cont. 
Signal S'‘ystems and Interior Telephones 

(Ceanie WOOmaNONV a, otters a tanGco a aha gee Wed vO Oe Bla NO RT RR Oem ee IAA Chicago, Ill. 
Plumbing Fixtures 

Gracie SteclnGoronearaet. «acs or anv cay Sa eck ba aealhac'e'e wee New York, N. Y. 
Stainless Steel for Hospital Equipment 

Ee Casa) TTC OE To Tr Yel (0 ame a ge Vn New York, N. Y. 
Coffee and Tea 

Sa io Cote Cinecic, ea ek Uae eae YEN Rn ee LEM Ie a Philadelphia, Pa. 
Books 

OEATUSRC UGA me (Re # 50 Sg a en Ro tle eee Hobcken, N. J. 
Cocomalt 

rare ERI eg eo aren POF ea RA ose AN awe. hehe eaae aw eeeen.s Brooklyn, N. Y. 
Sutures 

ADRS Ieee SON TICS Ah. Ao aa) orseie css big o nins abscess. oveeeiw ewes Queens Village, L. I., N. Y. 
Identification Necklaces and Premature Infants’ Beds 

SRS Regia GF Tg Co Sep Rr a Aa Warsaw, Ind. 
Splints and Fracture Appliances 

Deter Nichia PtH Vl el CO..c 5 6 aioe cscs ak as bias Helo rela odes we bb ee Detroit, Mich. 
Stoves, Ranges, and Broilers 

MB Ase Ne CEO ars, Stree ois aria ee ia servo SA nie sion cine ackioieleieiet New York, N. Y. 
Textiles 

EPLESE Corps Cc ages [Teas PA ge] ae i Bars pho mr Aa mCP RT eae are Ar Dayton, Ohio 
Acid-proof Drainage and Ventilating Equipment 

[RARE CesT ae 001 jag COT 0 yg CSB Pa Poe ar Pera oe a eer Rochester, N. Y. 


Motion Picture Apparatus and X-ray Supplies 
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..INDURHAM 


North Carolina 


DUKE UNIVERSITY... 
SCHOOL OF eS 
MEDICINE AND HOSPITAL ¥ 
The Duke Hospital has 456 beds in- 
cluding 50 bassinets for newly-born 
infants. Medicine, including derma- 


tology, roentgenology, neurology, 
and psychiatry, has 111 ward beds; 


surgery, including urology, otolaryn- STERILIZING 
gology, ophthalmology and ortho- 

pedics, 105 ward beds; obstetrics, — EQUIPMENT 
including gynecology, 56; pediat- _ 

rics, 52. There are 82 private rooms THROUGHOUT 
and semi-private cubicles, 7 operat- 

ing and 4 obstetrical delivery rooms. IS AMERICAN 


AMERICAN STERILIZER COMPANY 
1208 PLUM ST., ERIE, PENNSYLVANIA 
EASTERN SALES OFFICE: 200 Fifth Ave., New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 








[ 159 ] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


SVEYSE CVs Tc Fofpaeey ioc trae) 5) 21 ba 020 a ar eo on rn New York, N. Y. 
Hospital Beds, Bedding, and Furniture 

ELEIE ROS CATING Tee CEN DINENE GO oie ss. he sales iscece 6s «ord Sie. 4.6-0.d wai Diol vlls die aotaar brerseed Erie, Pa. 
Cookers and Roasters 

Baichney sistrument GGG 6-5 co.cc ace: gist o's tne ood o0ins ose Watertown, N. Y. 
Thermcmeters, Hypodermic Needles and Syringes 

RoaMaIPLESS MCAS LOY ANU, Coa acess: rstiesrchenctsrexhers niin? alsaceaen ate wick Sieeete wearer Evansville, Ind 
Casters 

FEpUE SIRS (CO) amy COLEMAN VES aho vote: rary assPaiwincarererecay Soares eae hE ve elo Philadelphia, Pa. 
Textiles 

Pa Raratad bre teat UAC orice Bk Koide rah g mec ceeipinyaksyaseane Ware Stes late Suerte ee Elkhart, Ind. 
Scrubbing, Waxing, and Polishing Equipment 

PPO HU AIES ACO I AUS erect sanctoeets “eke sisseicxsters clandes skclas Suneedeniteicls a wars Wyandotte, Mich. 
Cleaners and Detergents 

POGSER EE COs TINGS. MING > oo. toe erie ie ateoaneiistels arenmckle tiv aaleldl a oe New York, N. Y. 
Anesthetisng Apparatus 

MSU EO. UCSD ice: rere oar ee ee Shel oe aie Oye g neo ries New York, N. Y 
Operating Lamps, Physiotherapy Apparatus 

ASERET AISLE CLENG wast st OUND (050) s. 5) sie ora ve staat ce arerc dig)? Wnatene dvooonl ware eek Chicago, III. 
X-ray and Physiotherapy Equipment 

Ee oi A go tcd Ce C20 7 Se aa a an A Pe car SPO Src New York, N. Y. 
Cereals, Dry Beverages, and Desserts 

rN ere EA: a a SO eRe og Fremont, Mich. 
Gerber's Strained Vegetables 

Ce Toe Bre cP eT CR Oa re a Oe ee ee ea Chicago, II]. 
Laboratory Glassware 

AGG ined Cie e ne COs. os sie tisiete to scsteihis wcslvewcroane Bema bee ices New York, N Y. 
Absorbent Gause, Bandages, Diapex 

Patients Son Utne Ae 8 a face steerer tA ase eeeeenenenaes New York, N. Y. 
Hospital Furniture, Beds and Bedding 

Panovia @neniGal ie Ore, "COs cages cceensuraleais eva wouey seg eelees Newark, N. J. 
Quarts Lamps 

Hansen ss eaporatcry. INCsAChi scious oes vows crs cles ce eas ob ver Little Falls, N. Y. 
Junket Tablets and Powders 

EEA acl, (Ps 2a Ge SR a a RR rca ee ee a ee Buffalo, N. Y. 
Beds and Bedding 

Plier Ditties Gn sane cle a tseeic crils nf velaaes Wales rerivialt 8 cave aie aioe ui oes sete LE BADONSs unin se: 
Anesthetising Apparatus 

PRREIISE ONE rd ER recor Pere atonarcle Sicha sien sisi a feat ate rian nahoarstet Chicago, III. 
Hospital Furnishings and Equipment 

Piulde tigen mylac aie CO 526-5 coasts sis cath Grek swim OEE Cem oes ees Chicago, Ill. 
Scrubbing, Waxing, and Polishing quipment 

eet orig Sik) ot Forte Nd, Sane Ml arora anna as ore Cincinnati, Ohio 
Gelatine Desserts and Dry Beverages 

PURER IN WAC MMA a. sts ao orev orelsse) cowie sale 8 omtavore wer valores eceiersglroremusaone Batesville, Ind. 
Wooden Hospital Furniture 

EET eerie Or reco) tea Oa St. Joseph, Mo. 
Soaps and Cleaners 

Seo RVR ANSON cheba = sions pene ears eS Manet ios Ah UB. Ny) Pte viva lacuna nia cote Troy, Ohio 
Mixing Machines and Dishwashers 

RA OM ALI ISA ER OCIIS NICS 5655 ocre wasps do We elae a ab ke ER Re HET Oh OLED Nutley, N. J. 
Pharmaceuticals and line Chemicals 

TAOMEDOE <Oapmat ISO HIC IO. MUIR So oices 5h 6 bas Sain els Oy vie Bade aioiatuelerea ava’ Boston, Mass. 


Hospital Signal Systems 
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@ In the drive for economy hospital executives would be horrified at the thought of 
depriving surgeons of the advantages modern lighting units afford, even if it could be 
shown that a saving might be effected by reverting to oil or candle illumination in the 


operating-room. 


@ Yet some of the drugs in the U.S.P. X and N.F. date back to earner times than the 
periods of which such primitive lighting devices are vestiges, and their usefulness 
compared with more modern drugs is, to say the least, highly questionable. It is also 
true that many of the widely used U.S.P. drugs were at one time protected by patent 
rights; in other words, originated as specialties. The normal period of patent protec- 
tion is seventeen years. Hence, as far as many of the new scientific agents are con- 
cerned the Pharmacopoeia must, by legal necessity, be seventeen years behind the 


times. 


@ Modern materia medica has gained much in the last few years in the matter of new 
scientific therapeutic agents evolved in research laboratories. Any iron-clad rule of 
economy which deprives physicians of the right to prescribe such remedies for their 
hospital patients is therefore a backward step. Any hospital formulary which includes 
no provisions for the products of latest research constitutes an antiquated guide-book. 
Furthermore. the education of interns whose success in medical practice depends so 
vitally upon an intimate knowledge of modern medical science, is certainly endan- 


gered by limiting your medication to U.S.P. and N.F. remedies only. 


Don’t stint your pharmacy department. See that it stocks the best in medicines — and 
that does not apply only to Roche products. 

Allonal, Digalen, Pantopon, and other Roche Medicines 

are well within the means of even curtailed budgets when 


bought direct from our Hospital Sales Department. Send 
for the Roche direct-to-hospital price list. 


Makers of Medicines of Rare Quality 


HOFFMANN-LA ROCHE, INC. Nutley, New Jersey 
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LOTIECKS + AMER RC OED ore. sistralin seein a ote ncco wae Dahalesaeeaeen Racine, Wis. 
Horlick’s Malted Milk 

Horner ‘Brothers’ Woolen Mills: .)..0663 ccs. osu. dees cee eewcaeeee Eaton Rapids, Mich. 
Blankets, Sleeping Garments, Yarns, Ete. 

DOS Pal: FpObts CORK <4 os. aio ers oie KSA SS ima ww Riva eae eee New York, N. Y. 
Hospital and Surgical Supplies and Equipment 

DECENT CLE is ti es yc 51 || eae) ae en Seen Ot a oe ed Reine aa Chicago, Il. 
Publication 

ROS Rita Tap ICS PANG MOUMER  aiclsin a dis ucx Ga.ors ols oaleerewn ouleeo ee a uwlene ne Chicago, IIl. 
Publication 

Eanbuaeton Waboratonies. lie. <6 vs05/i ecg ce da hes owen Beksaamces Huntington, Ind. 
Soaps, Soap Dispensers, Floor Cleaning Compounds 

Pr cape: Tony et Wie Eo Lo ea a Te Peat fey ge New York, N. Y. 
Monel Metal Products 

H CSCELT CSTs PISS C610 ol C20 PNW nO a reg eA a OO New York, N. Y. 
Hospital and Surgical Supplies and Equipment 

CesT oRy San! Sch) 971 een ro ya ee aN ee Palmer, Mass. 
Wheels, Casters, and Service Wagons 

MONSON TS. PORDSONE MING: 5 ois cia crave woh sre cr arsiw tie nel ba uelansiers ole New Brunswick, N. J. 
Surgical Dressings, Absorbe nt Cotton, and Sutures 

RGAE? MIA: SAO 7 an csang a close bre sweeter ein’ oS Speier ste W ake Sie ee aise erates e-a New York, N. Y. 
Cubicle Curtain Equipment 

Woatr Company. Gaamess coer csrn Sow Nei ties eevee sing miemaes teeescees Holland, Mich. 
Spring-Air Mattresses 

Aas GO EON loc sant chia eos ea wa os eae ele A Sie OE wa ole Wecee se are Boston, Mass 
Hospital Supplies and Rubber Sheeting 

Realeyaicoett. Mig. Cone. Ane ais os otis cleeic:s'e ae eee sais Oe teocceun Covington, Ky. 
X-ray Apparatus 

EE 28" Co eC HA EO Oca a OEE IOC Seca Ge On NEI A anon ICC ae Battle Creek, Mich. 
Food Products ; 

Bent Co. Tite. TH... po cccvccccnesectevsrcesaesscoccenvesensnesones Rome, N. Y. 
Floor Machines and Vacuum Cleaners 

Leonard-Rooke Co........-0essccscesccesccseccsccesccssceescsees Providence, R. I. 
Thermostatic Water-mixing Valves 

Tewis dor Une: HSaimuel si bi oes ons cow sse ene e¥er0 Pree New York, N. Y. 
Cleaning Supplies and Hospital Specialties 

ROW IS NN ES AO coh casera picsesater es Bie Mir ee wg SOS oe OOP REO RO ANE es Walpole, Mass. 
Surgical Dressings, Absorbent Cotton, and Sutures 

(Gite ange Oo Pe 0 7a Cone a ene EOE oar Toledo, Ohio 
Glassware 

DARGE TAIT rGduCis WO., TNE cisco 8 sho de see bode eedeaseeroecel New York, N. Y. 
Oxygen 

PADIINO ORLA COLDS hee scahay ees Nias Konno eNO tote oaeeens Philadelphia, Pa. 
Books and Charts 

ESTOS A DMARN TEIN AGO es ois cores aio 5 es ca a oh wie oie Ka oe. OE EC RS COR S ER New York, N. Y. 
Sanitary Liquid Dispensers 

IICIRCREIA PRD AOR OO ores coterie hs wre ala wis Sie Dah eae aioe ONE eR Toledo, Ohio 
Anesthetizing Apparatus 

cl itcreryt | Etr kal Cai 4 [sata iat New York, N. Y. 
Books 

BNR DUPRE AN a2 oa ois ys asin ose esei'a fu br ger ais visio ved tp acai lela eSishalcredtawren roy, IN. ¥, 
Garments for Hospital Personnel 

Massilion’ Rubber Co. Une oes ocsios sev eeieie'e ssle'o's Mad Stine elinie stan ete Massillon, Ohio 


Rubber Goods 















was satisfactory 
until 


[<< e 
SOLD DASTS sOA?. ls 
SEE 


came along. 





But they're out of 


date today! The 
Modern Hospital 


uses the modern way 


LEVERNIER 


PORTABLE FOOT PEDAL 
SOAP DISPENSER 


and 


Germa- Medica 


AMERICA'S FINEST SURGICAL SOAP 


Levernier Portable Foot Pedal Soap Dispensers are 
Furnished Without Charge to Hospitals Purchasing 
*“Germa-Medica” Surgical Soap. 














HOSPITAL DEPARTMENT 
The HUNTINGTON LABORATORIES 


HUNTINGTON, IND. 
a 
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BYCdicalmE teat e TINe . atc ec xiao on tet Maus She wae EA Oe Chicago, III. 
Personnel Bureau 

PL CIRCGKE INAOOin 8 Mintel cates tat ed Uae aie Soe ne Pe ROS «oes New York, N. Y. 
Enameled Ware, Surgical Supplies, Rubber Goods 

Midtand’Chemical (Laboratories, ENC... 6:00:69 acces eataisev esse a was Dubuque, Iowa 
Cleaning and Polishing Supplies 

Dilley Rubber DE ROMNGES WGO4 ERGs cesses 00.5 5.5 pioes «Gia a hiocele ara Ary eae ereieln oe ae Akron, Ohio 
Rubber Goods 

Modern ‘tlospital Pubisiing CO ..s.556565.0.05 va cees onan deacreaaene fas Chicago, Ill. 
Publication 

MUO MIME ANIC? MORMEB ES 1h ela lesan ects Ae Dine SEL GS Ro ee UE Boston, Mass. 
Ingram’s Transparent Nipples 

ETT TSS Zeca Ce ea | Rae ge aa ec La RRA er eee Chicago, Ill. 
Surgical Instruments, Baby Incubators 

DED TeTITS LCE" 90 a) oye a aa Cleveland, Ohio 
Therapeutic Arc Carbons 

PN PUAN NEO ONDARY 6 5 550.0.0oh eyo bets e race aids Race BOG wae eee ois New York, N. Y. 
Paints 

National Terrazzo and Mosaic Assn..... 2... 662. cecsecscecesees -ithwaukee, Wis. 
Terrazzo and Mosaic Work 

Dassen Conte at SU NICG os cs... bs sooo eS wie Oh dies 6 WOME eietnees Chicago, Il. 
Personnel Bureau 

GP NOy ree Pgs 20c: 0 2) i aac) CY sa ee re Syracuse, N. Y. 
Chinaware and Crockery 

ROS RIDAIC OF MIN pcre torcle tel dates Se ot wilt atessioina Grom maaie merenue anes New York, N. Y. 
Identification Labels for Rubber Goods 

PEAS TESCO! NE or, cose cecciae sd secis ci etene for oo keew essere GNU e Nola b eta ewe New York, N. Y. 
Water Softening and Filtering Equipment 

ee EE US aT Ce 7) on ee an ae Chicago, II. 
Pharmaceuticals 

PiysiciaGs Reba GO o.oo eos seecd 6 oa wen wnas Ee ee eee Chicago, Ill. 
Hospital Records and Filing Devices 

PACRET WMA ODEN. 2a hres Occhi a's Ss Sa seed ee MOET eee New York, N. Y. 
X-ray Equipment 

OWE EE tC RIBROE SOs te a aria os wines ontegiele sipare ie Saale amen RS CARS Chicago, Ill. 
Thermostatic Water-mixing Valves and Heat Controls 

Puritan Compressed Gas Corp......... Die pPtniacebssorcinr sieeve) ciety teal es eect Kansas City, Mo. 
Anesthetics and Anesthetising Apparatus 

RIESE CARPOE ARRIETA Rhee re Ning ae rat Sgr tan ee aol (a ch Rt on de tae St. Louis, Mo. 
Cereals and Flour 

EEE: | ColigSe cts [lg C70" (5 en ee ae a a Massillon, Ohio 
Enduro Stainless Steel 

TCR OOOO, concrete cer ers ey Caan nr ong alta eh pcnidais alc al w Rh olamhsw Ratu searneNo aie ele Pella, Iowa 
Metal Rolling Window Screens 

ROSS, ENC VIE os oe os cate Tne ecelt CCT Let eee Milwaukee, Wis. 
Hospital Furnishings and Equipment 

AUER COS MN ES or oi wid ake iss oe viet Oe RNGR slo oes oa eae ben Philadelphia, Pa. 
Books 

STC Tay | TaN NE et oe aN eA ee ene ATE POPE Newark, N. J. 
Toasters and Broilers 

VETER el [ose it ClerReaee oo en ne 2 Madison, Wis. 
Sterilisers and Operating Room Equipment 

er ert 2 cab ola) C Sater te ty ats ce ea Columbus, Ohio 


TTospital Furniture 











You cannot increase business 
but you ean cut expenses 


THERMOSTAT 
—— 





CONTROL 
VALVE 








The Powers Thermostatic 
Radiator Valve with wall 
type thermostat. Requires 
no compressed air or elec- 
tricity. Easiest to install in 
either old or new buildings. 




















WAAARAN fr) an 
| 
If your heating or ventilating system is being controlled 
by hand or by some system of control that is not working controy iii | 
properly, you are losing hundreds and possibly thousands VALVE Hl i 
of dollars through OVER-heating. ; | | | | 
, - ‘ Ly HH | 
Why not take steps now to make a decided reduction in i vuULL WU 
the cost of heating your buildings during the coming —= = 
heating season with Powers Automatic Temperature Con- Fea ! = 
trol? {| THERMOSTAT J 


Some users state that fuel savings alone pay back its cost The Powers Thermostatic 
the first year—others report two to three years. As Pow- Radiator Valve with bulb 
ers Control often gives 15 to 20 years of Accurate, De- *¥P¢ thermostat. 
pendable regulation without repairs, it is a very profit- 

able investment. BS) 

One of the many popular types of Powers temperature 

control is illustrated here. Upon request we shall be glad THERMOSTATIC RADIATOR VALVE ~ 
to study your requirements and submit an estimate cov- Mali T 
ering the type of control best suited for particular re- iM 
quirements. 




















Write today for Estimate 














Anne 
The Powers Regulator Co. HUTTE = 
40 Years of Specialization in Temperature Control THERMOSTAT BULB” 
2735 Greenview Ave. Chicago The Powers Thermostatic 
aoe a eee ; - New Yesk So)" thasnsiut: Gnasveinn 
Offices in 43 Cities concealed radiator. 
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SCIP COND sO Rm AMIEEE TCO oe: o oss tre. 55-0: « o <ssetsladelote wo 9 Giaioie orale aie dis @<lurecs Philadelphia, Pa. 
Operating Lamps 

BGM A SOM SNM ak tat cso Ol cars mre merndete sbi Ne acace lemcoais aves eee Chicago, II. 
Gelatine Desserts and Dry Beverages 

ROGER ect MOGs, MPCNED 6.025, <u <cictcces elo lacie eet Hare odes Aap De loatar Dele ERS Chicago, Ill. 
Canned Foods, Preserves, Coffee, Tea, Etc. 

DSC Ir MO TTESE EN SO ory eka, oes aux etiam scp aeioia icra a aioe iw orececalsievural ala oie elo Chicago, II. 
Hospital and Surgical Supplies and Equipment 

ON GOs FRG sich c sine teen sath kaw ere pain ¥ pweinnds bUKNs ssw aee Chicago, Ill. 
Steel Furniture, Beds, and Bedding 

SMGer  Sewine Mache WC Oihi cin hawt o we lei p ciclo wind eleopreec eee s New York, N. Y. 
Sewing Machines and Vacuum Cleaners 

rc oor wy Oo gts Gia, SR gee a eer CE ee Long Island City, N. Y. 
Tankless Air Compressors 

STOEL 1] big cag, 100s ppt Mc] «gn MRR aE aR De dP a eS eG New York, N. Y. 
Pharmaceuticals, Biologicals, and Chemicals 

SHEL? EV cc RB, 6” 1) ba Cfo eet mapa pay ee ae a Se Cleveland, Ohio 
Nurses’ Capes, Knit Goods, Ete. 

Standard rbectre hime COs che na ions + vcs cies Palo sin sins wo dees Springfield, Mass. 
Master and Regulator Clocks and Signalling Equipment 

mianaand ‘Sanitary nite CO sce Sicoe viccs.s he a bw oS lavenlne ea Pittsburgh, Pa. 
Plumbing Fixtures 

Stedmat Rubber Peoria GO. .co cs osten nie sires be rev aedar Scuth Braintree, Mass. 
Reinforced Rubber Flooring 

SGIGKI EY PBROGN CO). F500 hs. o.05, pea i Vew entre BIS Moled UU aN eae Seok Grand Rapids, Mich. 
Wood Furniture 

AROEINOR PES CORON 6s, Mase as Ate eine ethene ee pewter calbetien New York, N. Y. 
Hospital Supplies 

Tile‘and Mantel’ Contractors’ Assn. of Amer... ... 0.000600 008 Washington, D. C. 
Guild-set Tiling 

dvaned Nurse and Hospital Review, TRE. 0.0.00 fos cccc cece scves New York, N. Y. 
Publication 

Proy Gatindry Mackinery Go. UNC. sissies ones 6 6is0e eainine sien s New York, N. Y. 
Laundry Equipment 

United States Hoffman Machinery Corp.............cccceeeeeeee New York, N. Y. 
Laundry Equipment 

Westal (Ghemrieal Wahoratovies INC.» cise acicc ko bes Gace dere pseeece te ots LlOURS, MO. 
Soaps, Antiseptics, Floor Cleaners, Etc. 

Waste (Bartlett 6 tay Mie CON 6 ses Sil oiyn ie eS cresise vale b sinsolece's Cleveland, Ohio 
X-ray Equipment 

ET Try EUG C0 12 Aaa RU i Oe Sg A rae PRE ET Chicago, III. 

valtine Food Drink 

WCRI ROSE MiteC Ear Nite NEG ois soci assis ga deine oe ss biaae o's oe East Pittsburgh, Pa. 
Electrical Cooking Equipment and Motors 

IV ies CEOS NO RO Oi cae a shoe os -aidlaweiecotne o bawanie eae e% Long Island City, N. Y. 
X-ray Equipment 

iE ETE ASD Ee Cre, ER gn era a a a PR Philadelphia, Pa. 
Garments for Hospital Personnel 

MY GIS EAU OUN ROC OS 2056 Sissies oh ha wis Solas ie waaalew ones Cleveland, Ohio 
Reversible Window Equipment 

ETON ee cerita oes Ch SE ares ANS A SEAR, SD PIER ane ne ee ore Oe a Canton, Ohio 
Rubber Gloves 

CEC SL a ESE CGS sal aa a ee eT ane ee On a era Warsaw, Ind. 


Splints and Fracture Appliances 
[ 166 ] 

















Case History Storage Files 





No. 1002 File 


PRICES 
1 Doz. Lots, 50c each 
6 Doz. Lots, 40c each 
Gross Lots, 30c each 


HIS NEW STORAGE 

FILE solves the problem 
of storing patients’ charts 
economically. 


LOWERS THE COST OF 
STORING TO LESS THAN 
A HALF A CENT PER 
CHART. 


It will hold 50 average 817 x 11 
charts. 

Size 934” high, 7” wide and 
155%" deep to hold standard 
filing envelopes or folders. 
Made of strong fibreboard. 
Will keep charts clean and dry. 


Printed space on front for Chart 
Numbers. 


Write for Circular No. 1510-A 


PHYSICIANS’ RECORD CO. 


of The Largegt Publishers of 1~> 
Cy Hospital and Medical Records 1° 


161 W. Harrison Street 


Chicago, Illinois 
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: Kentucky 


Louisville —The will of Edward A. Hewett leaves half of a $300,000 
estate to Children’s Free Hospital and Kosair Crippled Children’s Hos- 


pital. 


Massachusetts 


Fall River —Union Hospital was left $25,000, to be known as the James 
Marshall fund, under the will of Mrs. Jennie Marshall of Fall River. 





Lowell-—Lowell General Hospital will receive $250,000, under the will 
of Frank Hanchett. 


New York 


Brooklyn.—The late William H. Nichols in his will bequeathed $25,000 
to the Brooklyn Eye and Ear Hospital. 

The Methodist Episcopal Hospital of Brooklyn has received $25,000 
under the terms of the will of the late James Hamilton Gill, a prominent 
philanthropist of that city. 

Loomis.—More than $100,000 is left to the Loomis Sanitarium by the 
will of Emma Wade Scott. 

New York City—Under the terms of the will of Henry F. Homes, the 
sum of $10,000 has been bequeathed to St. Mark’s Hospital. 

The will of Miss Giulia P. Morosini bequeaths the sum of $10,000 to 
Seton Hospital. 

The will of the late Mrs. Agnes R. Clarke leaves one-sixth of an estate 
of $8,000,000 to Presbyterian Hospital and a like sum to Bellevue. 

Lenox Hill Hospital receives $50,000 from the estate of Paul Guenther, 
Dover, N. J., and $25,000 under the will of Mrs. Anna Woerishoffer. 

The New York Orthopedic Dispensary and Hospital is bequeathed more 
than $1,000,000 by the will of the late Mrs. Kate A. Harbeck. 

The will of the late Emma Wade Scott bequeaths more than $100,000 to 
St. Luke’s Hospital, which is also a beneficiary of the will cf Laura 
Shannon in the amount of more than $1,000,000. 
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Perhaps the most noteworthy endorsement given 
to Spring-Air, certainly the most critical, has come 
from the great hospitals. It can be said without 
dispute that these institutions offer the severest testing 
field for a mattress, and so it is with proper pride 
that we point to the record: In less than five years 
Spring-Air has won more favor from the great hos- 
pitals than all competing mattresses — combined! 

Merit, alone, has made Spring-Air famous. Not 
one dollar has ever been paid for an endorsement. 

Forty-three MASTER BEDDING MAKERS 
OF AMERICA ask you to extend the courtesy of 
granting the only favor 











ever asked of Spring- 
Air... . Try it. Write 
the Secretary, Holland, 


Michigan, for names, 








literature and references. 
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St. Mary’s Free Hospital for Children, 405 West 34th Street, will receive 
$50,000 under the terms of the will of the late Edward B. Sexton. 


Pennsylvania 


Norristown.—Montgomery Hospital receives $2,000 outright and 
$50,000 for a children’s ward when a new building is erected, under the 
will of John Hoffman, Jr. 


Philadelphia.—Under the terms of the will of Miss Ella Noska, $30,000 
yas left to Hahnemann Hospital. 


The sum of $400,000 has been bequeathed to the Jewish Hospital Asso- 
ciation for the purpose of erecting a new ward at this institution. The 
gift was made by Anna S. Fridenburg in accordance with the wish of her 
brother, Samuel Fridenburg, who died in February. 


Rhode Island 


Providence.—Rhode Island Hospital and Butler Hospital, both of 
Providence, each receive $50,000 from the estate of the late Lucian Sharpe. 


————— 
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3 . ° y : 
_ Surgical Sutures : 


DaG KaimeniD CATGUT 
(ON-BOILABLE VARIETY ° 


DAVIS & GECK, 


[tf ¥s 
G6 te \" Be Pes 
iy of ED 


Specify the NoN-BOILABLE variety 


of D&G catgut. It embodies all 


the essentials of the perfect suture 


33 4010) 6 4. in. Fe @ 

















Remember 


the 


DETROIT 
CONVENTION 
DATES 


SEPTEMBER 12 - 16 














The American Journal 
of Nursing 


“We can’t keep a 
copy of the Journal 
in sight because the 
doctors carry it off.” 


This being so, 
would you like to 
have a copy of your 
own? 


The American Journal 
of Nursing 
450 Seventh Avenue 
New York City 


$3.00 a year 
$3.50 Foreign and Canadian 
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New BUILDINGS AND CONSTRUCTION 





| 














California 


Los Angeles—On May 24 Superior Judge Crail approved the payment 
of $2,000,CO0 to the trustees of the Collis P. and Howard Huntington Me- 
morial Hospital under the terms of the will of the late Henry E. Hunt- 
ington. 

Upland.—Plans and specifications are being prepared for the erec- 
tion of a new $300,000 medical sanatorium to be located in the hills near 
Upland. When completed it will accommodate seventy-two patients. An 
association of Los Angeles, New York, Hollywood, and Upland physicians 
is sponsoring the enterprise. 

Florida 

Miami.—The Sisters of St. Francis are arranging for the construction 
of a $150,000 hospital in the downtown section of Miami. Mother Mary 
Alice, who is at present in charge of the St. Francis Hospital at Miami 
Beach, will be at the head of the new institution. Plans are being prepared 
by Gerald A. Barry, architect of Oak Park, Ill., and Miami Beach. 

Idaho 

St. Anthony.—The new St. Anthony General Hospital was formally 
opened May 21. 

Kansas 

Fort Scott—Mother de Sales, head of Mercy Hospital, has announced 
the opening of the crippled children’s unit attached to Mercy Hospital, in 
June, for the reception of crippled children from thirteen counties in 
southeastern Kansas. Mercy Hospital was one of several designated by 
the Kansas Crippled Children’s Commission, under the provision of the 
crippled children’s law, for their care and treatment. 


Kentucky 
Louisville—Ptans and specifications for the erection of the new 
Evangelical Lutheran Hospital will be completed about July 10, and bids 
will be asked for as, soon after that date as possible. 
Missouri 
Rich Hill—The new Butler Memorial Hospital, in process of erection 
in the northwest part of town, is nearing completion. 
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When You Consider 
the New or Enlarged 
Hospital, Consider 
Those Men and 
Women Who Must 
Run It Efficiently 











M. BURNEICE LARSON 
Director 
The MEDICAL BUREAU 


Cova important to the care and study you take 
in the planning of the new hospital or addition is 
the selection of personnel. Modern and efficient hos- 
pitalization is no less dependent on the human equation 
than it is on the finest of equipment. Competent tech- 
nicians and employees spell success just as do the most 
advanced scientific apparatus and the most cheerful 
furnishings. 

Even when the new building is in progress should 
you consider this vital problem of an intelligent and 
experienced staff. Thereby may you anticipate and 
assure a smooth-running and coordinated institution the 
moment its doors are opened to the public. 

The Medical Bureau of Chicago is at all times 
willing to offer counsel to hospital officials. Your 
entire personnel — supervisors, de- 





partment heads, nurses, dietitians, 
laboratory workers —can here be 
selected among a group of men 
and women whose capabilities and 
background records have qualified 
them to assume all responsibilities 
placed upon them. 


Pittsfield Bldg. 





CHICAGO 


RITE us when you 

need assistance. Let 
us prepare a list of can- 
didates and “equip” your 
hospital, so to speak, to 
function with. all the 
understanding of service 
that has been in mind 
since the preparation of 
the first elevation draw- 

ings and blue prints. 


The MEDICAL BUREAU 


58 E. Washington St. 
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New Jersey 
Newton.—The Newton Memorial Hospital will be cpened for reception 
of patients the first week in July. The delay in the opening has been due 
to waiting for the settlement of the estates of Clarence Linn and Thomas 
Murray. Jt is one of the most completely equipped institutions in New 
Jersey. Miss Charlotte Janes Garrison is superintendent. 


New York 


Batavia.—Bids will be received on July 12 at the Veterans Administra- 
tion in Washington for the construction of a $1,250,000 general medical 
and surgical hospital for western New York veterans. 

East Hempstead, L. 1.—Construction has been started on the Meadow- 
Lrook County Hospital. 

New York City—The new Bronx Hospital, at 169th Street and Fulton 
Avenue, was dedicated Sunday afternoon, June 12. 

Suffern.—The board of trustees of the Good Samaritan Hospital has 
purchased twenty-five acres on the outskirts of that village as a site for 
the new institution soon to be erected. After the new hospital is com- 
pleted and the transfer made to the new quarters, the buildings and grounds 
cf the present plant will be sold and the proceeds applied to the cost of 
the new institution. 


North Carolina 


Ashboro—tThe new Randolph County Hospital is being equipped and 
will open for the reception of patients on July 2. 

Brevard.—The Lyday Memorial Hospital, a new institution, was opened 
for the reception of patients on June 3. 


Pennsylvania 


Philadelphia.—The Philadelphia Children’s Hospital dedicated its new 
five-story addition, which will be known as the Benjamin Rush building, on 
June 1. With this addition the new dispensary and out-patient department 
will be located, and the, capacity.of the Children’s Hospital will be in- 
creased to two hundred beds. 


Wisconsin 


Milwaukee—Archbishop Samuel A. Stritch dedicated the new $200,000 
St."Eamillus Hospital on Sunday, May 29. It is a sixty-bed institution, 
built under the supervision of the Rev. Charles Mamfeld, a Camillian 
father- “The Rev. S. F. Langenkald is superior. 
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Hillyard Chemical Co. 


St. Joseph, Mo. 


Distributors 


SHINE-ALL SALES CO. 
NATIONAL ORGANIZATION 


Booth No. 286 
A FORWARD STEP In Hospital Soap 
Dispensers for surgery and obstetrics; 
Velva-Babe Pure Palm and Olive Oil 
Nursery Soap; Sani-Septo Surgical Soap 
to be used in our Patented Hospital Soap 
Dispensers. Lifetime guarantee; HilBrite 
self polishing wax, dries with a lustre in 
15 minutes; Super Shine-All, a neutral 
liquid cleaner and preservative; Liquor 
Cresolis‘Compositus U. S. P.; Terrazzine 
for curing and Onex-Seal for maintaining 
Terrazzo Floors; Polishing and Scrub- 
bing Machines, interlocking brushes, 8” 
clearance. | 


We have a National organization of 
trained floor maintenance men. Demon- 
strations made in your hospital without: 
obligation. 7 
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Lt. Col. Walter L. Simpson, for the past two years superintendent of 
Grace Hospital, New Haven, Connecticut, has resigned, effective August 1. 
Col. Simpson is well known in the hospital administrative field, having 
been superintendent of the Watts Hospital, West Durham, North Carolina, 
previous to his connection with Grace Hospital. 

Mr. George F. Sauer, for more than fifteen years superintendent of the 
Lenox Hill Hospital, New York City, has resigned. Mr. Sauer is a life 
member of the American Hospital Association. 

Miss Anna K. Vogler, also a life member of the Association, has left 
Flower Hospital, Toledo, Ohio, to become superintendent of the Riverside 
(California) Community Hospital. 

Alice M. Gaggs, for nearly twenty years superintendent of the John N. 
Norton Memorial Infirmary, Louisville, Kentucky, has resigned. 

Miss Lola Knowles of Indiahoma has been appointed superintendent of 
the City Hospital, Altus, Oklahoma, to succeed Miss Faye Davis, who 
recently resigned. 

Miss Ruth Sieverin assumed her duties as acting superintendent of the 
Park View Hospital, Manhattan, Kansas, on June 1, succeeding Mrs. 
Susie T. Davison, resigned. 

Mrs. Edward Cook resigned the superintendency of the General Hos- 
pital at Saranac Lake, New York, on Tuesday, June 7. 

Mr. W. D. -Voorhis has been appointed assistant superintendent at the 
Paterson (New Jersey) General Hospital. He was formerly purchasing 
agent for that institution. 

Miss Adda Knox has resigned as superintendent of St. Luke’s Hospital, 
Bellingham, Washington. 

Dr. Charles Crane, former superintendent of the Peck Memorial Hos- 
pital, Brooklyn, New York, died May 29 at his residence in Long Island 
City. Dr. Crane served overseas and had been a hospital superintendent 
in Italy. , 

Mrs. Nettie Lewis of Oklahoma City has been appointed superintendent 
of the Pawhuska (Oklahoma) City Hospital, succeeding Miss Otoma Butts, 
who recently resigned. 
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ECONOMIES IN OPERATING 
YOUR OWN LAUNDRY 


TROY. 


LAUNDRY MACHINERY 






HERE the size of the hospital jus- 

tifies the installation of laundry 
equipment, definite financial savings will 
be made. 


These economies are four: (1) allowing the 
hospital to function with a minimum sup- 
ply of linen; (2) making it possible to get 
quick, dependable laundry service of qual- 
ity desired; (3) controlling the process of 
laundering insuring that the life of the 
goods will not be shortened by injurious 
methods, and (4) keeping down costs. 


The Troy Hospital Advisory Service has 
helpful facts and figures on planning the 
installation of a laundry department. 
Write—there’s no obligation. 


TROY LAUNDRY MACHINERY CO., INC 


Chicago—New York City—San Francisco—Seattle 
Boston—Los Angeles 


James Armstrong © Co., Ltd., European Agents: 
London, Paris, Amsterdam, Oslo 


View of Laundry Department, 
Fordham Hospital, New York City. 
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Dr. Leonard P. Ristine has been named superintendent of the State Hos- 
pital for the Insane at Cherokee, Iowa. Dr. Ristine is at present connected 
with the staff of the University Hospital at Iowa City. 

Dr. John A. Lichty, for some years a member of the American Hospital 
Association, died recently, in New York. He was director of the Clifton 
Springs Sanitarium, Clifton Springs, New York. 

Sister M. Emerentia has been succeeded by Sister M. Ferdinanda at St. 
Francis Hospital, Colorado Springs, and is now superintendent of St. 
Anthony’s of Denver. 

Mr. James K. Jester has been named superintendent of the Freeman 
Hospital, Joplin, Missouri. 

Miss Winifred H. Brooks has resigned the superintendency of the Rock- 
ville (Connecticut) City Hospital. 


“ 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 


patients. 


Circular will be sent upon request 


FrANK A. HALt & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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GENERAL OFFICERS, AMERICAN HOSPITAL 
ASSOCIATION—1932 


PRESIDENT 


Paul H. Fesler, superintendent, Wesley Memorial Hospital, Chicago, Ill. (after May1). 


PRESIDENT-ELECT 


George F. Stephens, M.D., general superintendent, Winnipeg General Hospital, Win- 
nipeg, Manitoba. 


First VicE-PRESIDENT 


Willis G. Nealley, M.D., director, Brooklyn Hospital, Brooklyn, N. Y. 


SECOND VICE-PRESIDENT 


Robert E. Neff, administrator, University Hospital, University of Iowa, Iowa City, 
Iowa. 


THIRD VICE-PRESIDENT 


Charlotte Pfeiffer, R.N., superintendent, ‘Stuart Circle Hospital, Richmond, Va. 


TREASURER 


Asa S. Bacon, superintendent, Presbyterian Hospital, Chicago, II. 


Boarp OF TRUSTEES 
Paul H. Fesler, ¢.v-officio, superintendent, Wesley Memorial Hospital, Chicago, Ill. 


George F. Stephens, M.D., ex-officio, superintendent, Winnipeg General Hospital, 
Winnipeg, Manitoba. 


Asa S. Bacon, ex-officio, superintendent, Presbyterian Hospital, Chicago, IIl. 
F. O. Bates, superintendent, Roper Hospital, Charleston, S. C. Term expires 1934. 


Nathaniel W. Faxon, M.D., director, Strong Memorial Hospital, Rochester, N. Y. 
Term expires 1933. 


E. T. Olsen, M.D., superintendent, Receiving Hospital, Detroit, Mich. Term ex- 
pires 1934, 


Rev. Maurice F. Griffin, St. Philomena’s Church, Cleveland, Ohio. Term expires 1933. 


Winford H. Smith, M.D., director, Johns Hopkins Hospital, Baltimore, Md. Term 
expires 1932. 


Carolyn E. Davis, superintendent, Good Samaritan Hospital, Portland. Ore. Term 
expires 1932. 


EXECUTIVE SECRETARY 


Bert W. Caldwell, M.D., office of Association, 18 East Division Street, Chicago, III. 
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Book -Cadillac 
Hotel 


Detroit’s Largest and Finest 


( ordinlly welcomes members 


of the 


American Hospital Association 


September 12-16, 1932 


1200 rooms, more than half of which 
range from $3.00 to $5.00 


E. T. LAwtess, anager 


Hctel New Yorker, New York, also under 
Ralph Hitz’s direction 
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CLASSIFIED DIRECTORY OF ADVERTISERS 
BUILDING MATERIALS 


Acoustical Treatment 


CES ES Ga Cova. (SRS Aine ens CPAs a Pa a SP re ante oO a 157 
Insulation 
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Sound-proofing Materials 
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MECHANICAL EQUIPMENT 


Thermostats, Heat Control 
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Valves, Thermostatic Water Mixing 
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GENERAL FURNISHINGS AND SUPPLIES 
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Cleansing Agents 
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Cushions, Bed 

eld gies GS a ae Co. "7a ee Oo Se eee eS 169 
Disinfectants, Deodorizers 
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Dispensers, Soap 
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Furniture, Complete Line 
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Mattresses 
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Soap, Liquid 
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Soap, Scrubbing Compound 
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Springs 
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on OXYGEN THERAPY 
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4 NOPIES from the second large 

printing of the new book “Re- 
cent Trends in Oxygen Therapy” now 
are available for physicians, hospital 
superintendents and others interested 
in the technical and practical aspects 
ot oxygen therapy. 

“Recent Trends in OxygenTherapy” 
includes descriptions of some of the 
work done at leading hospitals in the 
words of physicians whose clinical 
investigations have made modern oxy- 
gen therapy possible. It also contains 
illustrations of oxygen rooms, tents 
and other equipment as well as a 
timely bibliography of the works of 
distinguished researchers in this field. 

Through the courtesy of the authors 
and publishers, the following papers 
in reprint form also are available. 
Each paper represents a very real con- 
tribution to the best and most recent 


literature on oxygen therapy. 


“Recent Trendsin Oxygen Therapy” 
as well as any or all of these papers 
will be sent without cost or obligation 
to you. Each will be a valuable addition 
to your reference literature. Send for 
your copies today. 


. Widening Scope of Oxygen Therapy in 
Treatment of Disease. Anes. and Anal. 


11:71-77 (March) 1932 


When is Oxygen Therapy Indicated and 
How is it Best Given? Mod. Hosp. 38:105- 
118 (February) 1932 


The Widening Field of Oxygen Therapy. 
Jr. A, H. A. (October 1) 1931 


. Designing and Building an Oxygen Ther- 
apy Unit. Mod. Hosp. 37:81-84 (Decem- 
ber) 1931 


Effects of 
Cardiac Failure. 
347 (August) 1931 


Treatment With Oxygen in 
Arch, Inst. Med. 48:325- 


The therapeutic Use of Oxygen in Heart 
{nnals of Internal Medicine, Vol. 
5, No. 4: 428-440 (October) 1931 


Disease. 


Linde Oxygen U. §. P. is guaranteed to be 99.5 per cent. pure and conforms 
to the requirements of the United States Pharmacopoeia. Linde Oxygen 
U.S. P. is available from any of the conveniently located 68 Linde pro- 


ducing plants and 168 warehouses 


and 110-cu. ft. capacity (equivalent to 1650- « 


THE LINDE AIR 


It is supplied in cylinders of 220- 
325-gal., respectively). 


PRODUCTS COMPANY 


The World’s Largest Producer of Oxygen 


Unit of Union Carbide TW and Carbon Corporation 


NEW YORK 
IN CANADA, DOMINION OXYGEN COMPANY, LTD., TORONTO 
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205 East 42nd Street, New York, N. Y 


Without obligation, please send me the literature checked: 


O Recent Trends in Oxygen Therapy 


Reprints Numbered: 10 


Name—— 


AIR PRODUCTS COMPANY 





Address 


























- Faichney’s Tempglass 


(The Tempered Glass Thermometer) 
NOW SUPPLIED IN THREE STYLES AT ONE PRICE 
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| A process developed in the Faichney plant atter years of research and 
| experimentation, hardens the glass and makes it so tough and strong | 


that breakage is reduced to a point of real economy by fewer replace- 


ANY OF THE STYLES COST THE HOSPITAL ‘THE SAME 


CLINICAL GLASS SAVES MONEY ‘THROUGH DURA- 
BILITY. 


| ACCURATE :—Guaranteed to pass U. S$. GOWT. TESTS and 
| supplied with STATE SEALS in Mass., Conn. and Mich. 


| Gentlemen: 


Please send 
ewes Dozen “‘VEMPGLASS No. 1 G@ - - $6.00 per doz. 
pS uliaetay ose Dozen TEM PGLASS No.2 @ - - $6.00 per doz 
peas ae anes Dozen TEMPGLASS No. 3 GQ - - $6.00 per doz 


FAICHNEY INSTRUMENT CORPORATION 


WATERTOWN, N. Y. 


| ments. Actual tests prove that 6 dozen will outlast about 12 dozen of | 
| the erdinary thermometers in hospital use. 


| PRICE PER DOZEN. AT THIS PRICE THIS TOUGHER | 


eae OF CRO oo 555 625 8 eae oe ha G HES ROR REDE ERSTE EER 
GN orion. «ee eh ee as a ee Ge le ee eee GA DIE 0 ee ee tawe oe | 
Dealer's N@n@. os ccccck cca ce eaoweencenesbossnssivngereweuerase 











